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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


‘There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.” 

Krantz, J. C., Jr.: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


Miltown 


the original meprobamate, discovered and introduced by 
Qy°WALLACE LABORATORIES, New Brunswick, N. J. 
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ELIXIR »., ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N. J. 
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after centuries of despair ...a hopeful prognosis 


insane patient 
in “‘crib”’ 
at a mental 


The field of psychiatry has come a 
institution, 1882 


long way since crude devices such as 
the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient’s affect, so 
that he becomes more accessible and 


cooperative, 


a significant contribution to psychiatric progress 


for normalization ... not sedation 


Pacatal 


brand of mepazine 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 
Each sugar-coated *MIGRAL’ tablet provides: 
Ergotamine Tartrate 


*Marezine™ brand Cyclizine Hydrochloride 
Caffeine 


In bottles of 20 and 100 tablets. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Miltown in 
continuous 
release 


capsules 


Meprospan 


the 24-hour 


tranquilizer 


safe, continuous 
relief of anxiety 
and tension 
all day... all night 


Supplied: 200 mg. continuous release capsules of Miltown (mepro- 
bamate, Wallace) in bottles of 30. Literature and samples on request 


i) WALLACE LABORATORIES ¢ New Brunswick, N.J. 
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remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril } 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also ii is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 


or parkinsonism with other drugs. 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


THIORIDAZINE HO! 
specific. effective 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 


to Thioridazine.”* 


NO JAUNDICE 
“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.” ® 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
selected as the most promising on the basis of extensive evalu- 
ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno- 
thiazines is unique and could be responsible for the relative 
absence of side effects and greater specificity of psychothera- 


peutic action. This is shown clinically by 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 
PSYCHIC RELAX 


DAMPENI oF 
SYMPATHETI@: inimal suppression of vomiting 
PARASYMPA ttle effect on blood pressure 
NERVOUS S¥StaM d temperature regulation 


2 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 
Psychic relax 
Dampeni tia - g suppression of vomiting Lack of impairment of patient’s normal drive and energy, 


sympathetic 
parasympathijti meepening of blood pressure while achieving psychomotor control in 


other Virtual freedom from toxic effects — jaundice, 
me photosensitivity, skin eruptions, disturbed body 
temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY“... produced extremely satisfactory results 
in the broad therapeutic range represented in this series.” * 


POTENT AGENT“... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


94 


disturbances seen daily in the clinics or by the general practitioner. 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. ... The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 


with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “(Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 


if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”’? 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” * 


THIORIDAZINE HEL 
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“,.. extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS? 


ACUTE PSYCHOTICS CHRONIC PSYCHOTICS 


83% satisfactory effect 68% satisfactory effect 


Some cases had complete re- Relief of symptoms in cases 
mission of symptoms. Most permitted easier management 
were able to return home to and a return to a more or less 
useful occupations useful life. 


NEUROTICS 


57% satisfactory effect 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS®* 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY 
% % 


SATISFACTORY UNSATISFACTORY 
% % 


SCHIZOPHRENIA 


Acute 

Chronic paranoid 
Chronic, other 
Residual 


CHRONIC BRAIN SYNDROME 
CHRONIC PSYCHONEUROSIS 


CHRONIC PSYCHOSOMATIC 
DISORDERS 


* THLORIDAZINE HC! . 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


ADULTS 


Mental and Emotional Disturbances: 


MILD — where anxiety, apprehension 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 


SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 
Hospitalized 


and tension are present 10 mg. tid. 20-60 mg. 


intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 


100 mg. tid. 200-400 mg. 
100 mg. t.i.d. 200-800 mg. 


CHILDREN 


BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Dec. 


Meeting, American Medical A 


1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 


ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: ‘TP- 21,a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wehnschr. 88 :1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 


controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 


virtual absence of jaundice, parkinsonism, photosensitivity, dermatitis 


minimal sedation and drowsiness 


does not mask organic conditions such as brain tumors, intestinal obstruction, ete.. 


because of lack of anti-emetic action 


increased specificity of action results in greater safety at all dosage levels 
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SANDOZ 


the tranquility of freedom 


For the epileptic, what satisfaction can transcend the simple freedom to come and go... 
without fear. This precious gift of a normal life can be yours to give today, thanks in 
part to a finer knowledge of the disease—and improved drug therapy. Five anticon- 
vulsants that have contributed much to the control of epilepsy are presented here. 
Won’t you send for our detailed literature? 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 

A hydantoin of excep- 
tionally low toxicity 
for grand mal and psy- 
chomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 
Often effective where 
other therapy fails in 
grand mal, petit mal, 
psychomotor and mixed 
seizures. 


GEMONIL® 
(Metharbital, Abbott) 
Relatively non-toxic, 
for grand mal, petit mal, 
myoclonic and mixed sei- 
zures symptomatic of 
organic brain damage. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 
Homologous agents for 
symptomatic control 
of petit mal, myoclonic 
and akinetic seizures, 
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Ms faster therapeutic response with 
REITER MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


e patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


e anxious aversion to EST minimized by gentle 
SedAc current 


e one-knob, with safety lock, controls convulsive and 
sedative currents 


e clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 
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TO BE PUBLISHED ON OCTOBER 12th 


AMERICAN 
HANDBOOK 
PSYCHIATRY 


Two Volumes 


e 111 contributors H®: in two massive volumes, 
2136 double-columned pages is the first encyclopedic pres- 
entation of the development, 
e 1,800,000 words concepts, trends, advances, meth- 
e 141 illustrations ods, techniques, problems and 
prospects of American psychiatry 

Edited by Silvano Arieti, M.D. today. 


EDITORIAL BOARD Five years in preparation, the 
Handbook numbers among its 
Kenneth E. Appel, M.D. |§ Norman Cameron, M.D. contributors 111 of the out- 


Daniel Blain, M.D. Kurt Goldstein, M.D. standing authorities in the field— 

Lawrence C. Kolb, M.D. representing every leading school 
of thought and every major 
approach. 


AMONG THE CONTRIBUTORS 
“Broad, authoritative and timely 


Therese F. Benedek, M.D. Nolan D. C. Lewis, M.D. ...one of the most exciting and 


lasting contributions to the field 


Henry W. Brosin, M.D. Ruth L. Munroe . ‘ 
Hervey M. Cleckley, M.D. Gardner Murphy of psychiatry which has been 


Stanley Cobb, M.D. Winfred Overholser, M.D. made in a long time.. No library 
R. W. Gerard, M.D. Sandor Rado, M.D. _ will be complete without it. 


Paul H. Hoch, M.D. Jurgen Ruesch Francis J. Braceland, M.D. 
Abraham Kardiner, M.D. Lewis R. Wolberg, M.D. | 
= The Set $25.00 


BASIC BOOKS, Pupiisners 


59 Fourth Avenue, New York 3, N. Y. 
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toward a new beginning... 
meaningful “give and take” experience 
within the hospital community 


a4 for a psycmiatric case report with a happy ending, turn the page... 


toward the “give and take” 
recovery goal 


Turmoil, fear and frozen behavior in a paranoid patient are Beginning of responsiveness, trust in therapist. 
mixed reactions to social situations. TRILAFON, I.M., started. Suspicion diminished, responsiveness improving. 2 


Consistently considerate treatment from hospital person- 
nel supports the emerging sense of values and purpose. 


A clear turning point, and a quiet clear frame of 
3 mind. TRILAFON continued orally, 12 mg. q.i.d. 


. Six months later, staff notes a major “profile” change as the patient “holds 
> his own” successfully in the daily interrelationships of the hospital community. 


SCHERING ¢ 


oY, 


facilitates socia 
improvement... 
the initial goal 

of therapy 

in mental patients 


perphenazine 


Dosage: Depending on the severity of 
the condition and response of the indi- 
vidual case, the dosage is 8 to 16 mg. two 
to four times daily. Consult Schering lit- 
erature for other indications, as well as 
for details on dosage and administration, 
precautions and contraindications. 


Packaging: Tablets—2 mg., 4 mg. and 8 mg., 
bottles of 50 and 500; 16 mg., bottle of 500. 
ReEPETABS —4 mg. in the outer layer and 4 mg. 
in the timed-action inner core, bottles of 30 
and 100. TRILAFON Injection—5 mg., ampul of 
1 cc., boxes of 6 and 100; 10 cc. vial, 5 mg./cc., 
boxes of 1 and 10. TriLaFon Concentrate —16 
mg./5 cc., bottle of 4 oz., with graduated 
dropper. TRILAFON Suppositories—4 mg. and 
8 mg., boxes of 6. TRILAFON Syrup—2 mg./5 cc., 
4 oz. bottle. 


TRILAFON,® brand of perphenazine. 
Repetass,® Repeat Action Tablets. 


ORPORATION * BLOOMFIELD, NEW JERSEY 
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DURHAM PLUS FIVE YEARS : DEVELOPMENT OF THE LAW OF 
CRIMINAL RESPONSIBILITY IN THE DISTRICT OF COLUMBIA ' 


ANDREW S. WATSON, M.D.* 


Five years have passed since the U. S. 
Court of Appeals for the District of Colum- 
bia handed down its precedent-breaking 
opinion in Durham v. United States(1). 
This case, establishing a new test for crim- 
inal responsibility in the District of Colum- 
bia, occasioned wide comment in the med- 
ical and legal literature. It was hailed as 
a great forward step in bringing the law 
of responsibility closer to the concepts of 
modern dynamic psychiatry. Many prom- 
inent lawyers and a few psychiatrists 
regarded it with anxiety saying that it 
would confuse juries and raise serious legal 
problems because of its “vagueness.” Five 
years and many appellant opinions later, 
it is possible to review these fears in the 
light of subsequent experience. 

Most of the multitude of papers written 
about Durham, center around several key 
issues(2). Psychiatrists generally laud this 
opinion because it will “expand the area of 
inquiry and communication of the medical 
expert as a witness”(3) as well as help him 
to communicate his findings in his own 
language rather than in the cramped and 
distorting expressions of legal terminology 
(4). Opinions may be delivered in the 
context of clinical examination and obser- 
vation—not as_ inquisitorial pronuncia- 
mentos regarding moral guilt. The deter- 
mination of guilt will be left where it 
belongs, in the laps of the triers of fact 
be they judge or jury. 

Legal papers focus their challenge of 
Durham mainly around the issues that its 
definition is too vague and ambiguous, and 
it will tend to befuddle and confuse the 
jury in its efforts to establish responsibility 
(5). Lawyers are reluctant to give up the 
clear and precise language of M’Naghten 
(6, 7). If in fact M’Naghten is clear and 


1 Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 The Law School, University of Michigan, Ann 
Arbor, Mich. 


precise, whether or not it conforms to any 
scientific psychology, is a moot point. Many 
express the fear that this law will so 
broaden the definition of insanity that 
many criminals will be turned loose to 
carry on further their anti-social behavior. 
This fear disregards the fact that in all 
jurisdictions, commitment of some sort 
automatically follows a finding of not guilty 
by reason of insanity. It is a separate ques- 
tion legally and must not be confused with 
the determination of responsibility(8). 

When these papers were written, they 
were academic discussions and specula- 
tions of what might happen. Now, 5 years 
later, we can evaluate at least partially, 
the accuracy of these expectations and 
fears. I have had the opportunity to study 
the trial records as well as the appellate 
opinions of most of this line of cases, and 
it appears to me that in general, the Court 
of Appeals has progressively spelled out 
and clarified the issues arising from this 
new test. Many of the problems created by 
Durham have been met and solutions put 
forward. 

Many legal scholars have shown reluc- 
tance to adopt such a liberalized rule stat- 
ing that it is too far advanced for the cur- 
rent status of psychiatric knowledge, and 
that also it will permit the psychiatric ex- 
pert to pre-empt the determination of re- 
sponsibility. This they give as grounds for 
clinging to the long obsolescent rules of 
M’Naghten’s Case(9). I would like to make 
several general observations about these 
cases before touching upon them sepa- 
rately. 

The most striking feature of the post- 
Durham insanity cases is the failure by 
nearly all the psychiatric experts to utilize 
the new rule for its intended purpose. 
Durham asks the psychiatrist : (1) whether 
the defendant has a “mental illness”; (2) 
whether the alleged criminal act is the 
“product of the mental illness”; and (3) 
it asks him to explain, in the language of 
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his own specialty, the way in which the 
mental illness caused the defendant to 
commit the alleged crime. Durham explic- 
itly states that this test is defined in general 
terms so that the expert will be free to 
testify without being limited by, or forced 
to use, language and definitions which are 
foreign to the current theories of his 
specialty(10). Until early 1958, the cases 
following Durham singularly failed to pro- 
vide this sort of testimony. The testimony 
of most of the psychiatric experts continued 
to list classical symptoms of psychiatric 
syndromes, without discussing them from 
the standpoint of how they motivated or 
were related to the alleged criminal act. 
The records are replete with such words as 
“insanity,” “psychosis,” “schizophrenia,” 
and “irresistible impulse,” the peculiar 
clichéd idiom of this kind of case for more 
than 100 years(11). We find prosecution, 
and defense counsel frequently utilizing 
psychiatric language they obviously do not 
comprehend. Likewise, psychiatrists glibly 
use expressions like “incompetent,” “un- 
sound mind,” and “insane”; legal words 
with no psychiatric or medical meaning 
(12). In short, discussion between psychi- 
atrists and lawyers remained at the pre- 
Durham level, where stereotyped language, 
long since isolated from the roots of its 
legal or medical meaningfulness, continued 
as the principle vehicle for communication. 
Little if anything comprehensible or useful 
was conveyed to jury or judge in this 
manner, and their fact-finding about sanity, 
surely was due to impulse and chance, as 
often as it was to reason. 

This continuing failure to communicate 
has been the subject of much discussion in 
appellate opinions since Durham. In fact, 
these subsequent opinions regarding prob- 
lems of psychiatric expert testimony are 
so well written that abstracts from them 
would make an excellent manual for psy- 
chiatric court-room practice. Before making 
further general observations, let me _ re- 
view now the psychiatrically significant 
features found in the post-Durham cases. 

I have already commented upon the 
much discussed case of Durham, and so 
will pass to the next case of importance, 
Stewart v. U. S. (214 F.2d 879). This case 
tried before Durham but appealed after 


it, still came under the right-wrong test 
for criminal responsibility. However, the 
Court of Appeals held that when the trial 
judge charged the jury, “. . . the court’s 
attempted distinction between ‘mental dis- 
ease’ and ‘mental disorder’ was at least 
confusing” (ibid at 881). It went on to 
say that “Probably this attempted distinc- 
tion was meant to implement the court's 
view that psychopathy is not a “mental 
disease” and cannot relieve one from crim- 
inal responsibility” (ibid, 882). The opin- 
ion then notes that even under the old test 
for responsibility, the determination of 
what kind of mental illness might result in 
a finding of “not responsible,” was a matter 
for the fact-finders (jury or judge, if no 
jury) and the judge’s charge therefore 
contained “fatally damaging error.” The 
Court observed that this case would be 
re-tried under Durham, and made it quite 
clear that it anticipated the inclusion of 
evidence of all forms of psychopathy under 
its new rule. If the meaning of this opinion 
had been well understood, it might have 
obviated some of the confusion which fol- 
lowed about the status of sociopaths under 
Durham (13). It should be emphasized 
that the policy decision of what the stand- 
ard for responsibility will be, is a social 
decision expressed through the law—not 
a matter which psychiatrists can settle on 
or off the witness stand. As private citizens 
we may have our own opinions, but they 
must not get mixed up with our courtroom 
testimony(14). 

Taylor v. U. S. (222 F.2d 398) (handed 
down in March, 1955) is important for its 
definition and discussion of the pre-trial 
psychiatric handling and examination of 
defendants likely to raise the insanity de- 
fense. Taylor had been committed follow- 
ing judicial determination of incompetency 
to stand trial, and when he regained his 
competency and was tried, the government 
introduced testimony (over defense ob- 
jection) by the doctors who treated Taylor 
in St. Elizabeths. Defense argued on appeal 
that this was breach of the privileged com- 
munication District of Columbia patients 
have by statute (D. C. Code [1951] § 14- 
308, 29 Stat. 138). 

The Court of Appeals, in its opinion, 
stated that this testimony was inadmissible 
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because of the privilege, and furthermore, 
it was inadmissible because of the extended 
protection given to information uncovered 
during competency hearings. We psychia- 
trists should pay special attention to this 
latter point because of the frequency with 
which we introduce information into our 
competency reports which not only is ir- 
relevant to the question of competency, 
but greatly jeopardizes defendant's rights 
in his subsequent trial. This is an ethical 
as well as a legal question, which deserves 
closer scrutiny. 

The second appeal of Monte Durham is 
worth a brief comment. In March of 1956, 
the Court of Appeals reversed Durham's 
second conviction (237 F.2d 760), after 
the trial court made essentially the same 
error it had in the first trial. The reluctance 
of some of the trial courts to accept the new 
rule, became quite apparent at this time. 
We shall see further evidence of this in 
later cases. 

The next important case is that of Doug- 
las v. U. S. (239 F.2d 52 [1956]). In this 
opinion the court takes up two problems 
of interest to us: 1. The question of the 
burden of proof in an insanity case, and 
2. The relative weight of psychiatric versus 
lay testimony in these matters. In all crim- 
inal prosecutions there is a presumption 
of sanity in the defendant. Since the Su- 
preme Court’s opinion in Davis v. U. S. 
(160 U. S. 469 [1895] ), once “some evi- 
dence of insanity” has been introduced by 
defense, the burden of proof shifts, and 
prosecution must then prove sanity “beyond 
a reasonable doubt.” Though Davis was 
decided in 1895, little clarification of this 
issue has occurred since then. The Douglas 
case leaves the variable degrees of proof 
to be defined later, but it goes so far as to 
make the unusual statement that 


In an appropriate case there is a duty to set 
aside the verdict of guilty and to direct a 
verdict of not guilty by reason of insanity— 
a duty to be performed with caution, however, 
because of the deference due the jury in 
resolving factual issues (ibid at 57). 


The Court also begins in this case to 
spell out the nature of psychiatric exper- 
tise and how it is to be distinguished from 
lay opinion. In relation to the jury’s peroga- 


tives in dealing with psychiatric testimony, 
the Court states that its prior holding in 
Holloway (148 F.2d 665) 


. is not authority for disregarding expert 
testimony. It must be considered with the 
other evidence, not arbitrarily rejected. A 
jury must not be upheld in arbitrarily convict- 
ing of crime (ibid at 59). 


This case sets the stage for further refine- 
ment of the questions of weight of evidence 
and burden of proof. 

Six months after Douglas in April, 1957, 
when Blunt v. U. S. (244 F.2d 355 [1957] ) 
was decided, the court further clarified 
its views on psychiatric expert testimony. 
Noting that the trial judge charged that 
“The doctor's opinion was not therefore 
based on actual observation or on actual 
facts, but on conclusions drawn from an 
examination held considerably after the 
commission of the offenses” (ibid at 364) 
the court said : 


As an expert witness, the psychiatrist is per- 
mitted to testify to his inferences from facts. 
His opinions are exactly what is sought. And 
these opinions may be based upon facts he 
has himself observed, or facts he has heard 
others relate, or hypothetical facts presented 
to him. The purpose of employing an expert 
witness is to obtain for the jury the type of 
clinical opinion he is accustomed to form and 
to rely upon in the practice of his profession. 
This is what the psychiatric witnesses did in 
this case. Though their conclusions were not 
mathematically demonstrable certainties, nei- 
ther were they mere conjectures, suspicions 
or hunches. 


Because of the trial judge’s distorting 
comments about the psychiatric testimony 
as well as other prejudicial remarks about 
the evidence, the case was reversed and 
remanded for a new trial (provided Blunt 
was found competent to stand re-trial ) (15). 

When the Court of Appeals reversed and 
remanded the second conviction of Stewart 
(Stewart v. U. S. 247 F.2d 42 [1957]) in 
a much divided en banc opinion, they 
further clarified their expectations regard- 
ing psychiatric testimony. Rejecting a con- 
tention by appellant they said, 

The rule laid down by Durham requires no 
different examination by the psychiatrist, but 


3 Italics are the Court's. 
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enly a different examination of the psychia- 
trist by the lawyer (ibid at 44). 


Because of the prosecutor's hints that some 
of the psychiatric and lay witness testimony 
about defendant's mental state might be 
perjured and which “. . . are the more 
prejudicial because their impact on the 
jury ‘is always more or less strengthened by 
his official position . . .’ Commonwealth v. 
Cook 86 Ky. 663. 7 S. W. 155, 156 ( 1888)” 
(ibid at 46), the divided court reversed 
and remanded for a new trial. 

In Briscoe v. United States (248 F.2d 640 
| 1957] ) the nature of psychiatric testimony 
was discussed and clarified further. The 
Court notes that the psychiatric experts 
presented their testimony as conclusions, 
rather than the observations from whence 
they drew their conclusions. This case also 
provides several excellent examples of psy- 
chiatrists talking in the language of lawyers, 
lawyers and judges drawing psychiatric in- 
ferences, and even a psychologist making 
judicial conclusions of fact. Judge Bazelon 
states in his opinion that : 


If, by testimony that the accused either was 
or was not suffering from a “mental disease” 
or a “mental defect,” a psychiatrist would be 
expressing a judgment that the accused should 
or should not be acquitted, that would be a 
legal rather than a medical judgment and 
would usurp the function of the trier of the 
facts. While the state of the accused’s mental 
health is a proper subject of medical opinion, 
no purpose is served by giving the fact trier 
a doctor's version of a legal opinion. To that 
end, if the psychiatrists were to testify in terms 
embodying legal conclusions, the lawyers by 
examination and cross-examination, would seek 
to bring out the medical facts. The same is 
true if the psychiatrists were to testify in such 
ambiguities as “sound mind” or “unsound 
mind” (248 F.2d 640, 644). 


The Briscoe opinion answers the argu- 
ment that Durham’s concept of “mental 
illness” will turn into the same ossified non- 
entity as M’Naghten’s “Right from Wrong.” 
Indeed, it might, but like all word symbols, 
it must be redefined constantly to maintain 
contemporary significance. Durham, Bris- 
coe and other opinions, tend to force such 
re-definition and _re-clarification. 

In Carter v. U. S. (252 F.2d 608, 617 
|1957|) the court stated : 


Description and explanation of the origin, 
development and manifestations of the alleged 
disease are the chief functions of the expert 
witness. The chief value of an expert’s testi- 
mony in this field, as in all other fields, rests 
upon the material from which his opinion is 
fashioned and the reasoning by which he pro- 
gressed from his material to his conclusion ; 
in the explanation of the disease and its dy- 
namics, that is, how it occurred, developed and 
affected the mental and emotional processes 
of the defendant ; it does not lie in his mere 
expression of the conclusion. 


Herein lies the heart of a common diffi- 
culty for psychiatrists, and it is ironic that 
this advice must come to us from the Court. 
While courts often badger us for a different 
kind of information than this, at the same 
time we psychiatrists all too often forget 
the nature of the facts to which we are 
testifying. At the risk of being repetitious, 
let me say that when we use the labeling 
words of our profession, it is highly ques- 
tionable that we are transmitting any in- 
formation. The word psychosis for example 
may possibly mean something when one 
psychiatrist says it to another, but it most 
certainly has no accurate or specific mean- 
ing to a layman. On the other hand, a full 
description of the clinical observations 
which bring us to our “conclusion,” may be 
very informative to that same layman. 

The Court in this case also substantially 
clarified the relative merits of lay versus 
expert testimony. They write : 


Also obvious upon a moment's reflection is 
the fact that, while a lay witness’s observation 
of abnormal acts by an accused may be of 
great value as evidence, a statement that the 
witness never observed an abnormal act on 
the part of the accused is of value if, and only 
if, the witness had prolonged and intimate con- 
tact with the accused (252 F.2d 608, 618). 


When the divided court affirmed the 
second conviction of Lyles, (Lyles v. U. S. 
254 F.2d 725 [1957] Judges Prettyman 
and Burger writing for the majority, reit- 
erated the rule that the jury has the right 
to know and must be told what will happen 
to the accused if they find him “not guilty 
by reason of insanity.” They also ruled on 
several technical questions regarding ad- 
missibility as evidence, of certain records 
of past mental illness as well as informa- 
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tion obtained during competency hearings. 

The dissenting opinion in Lyles, ( written 
by Bazelon, J.) makes it clear that the con- 
flict among D. C. psychiatrists regarding 
sociopathy began in this case. The dis- 
senters argue that the trial judge, when 
he remarked that Lyles’ illness was “socio- 
pathy,” implied to the jury that if they 
found Lyles not responsible and committed 
him to the hospital according to the Taylor 
rule, he would be released shortly since 
he could not be mentally ill in the eyes 
of the hospital psychiatrists. In the light 
of subsequent developments at St. Eliza- 
beths regarding this diagnosis, there seems 
to have been considerable merit to this 
contention that the trial judge’s charge 
regarding psychiatric evidence, was in fact 
prejudicial(13). This case is important for 
the issues which it raised, rather than for 
those it settled. 

The main issues raised on appeal in 
Wright v. U. S. (250 F.2d 4 [1957]) in- 
volve the government's “burden of proving 
beyond a reasonable doubt that Wright was 
sane,” and also the failure of the court to 
grant certain jury charges to defense. The 
opinion points out that 


the nature and quantum of evidence of sanity 
which the Government must produce to sustain 
its burden and take the issue to the jury will 
vary in different cases. Evidence of sanity 
which may suffice in a case where the de- 
fendant has introduced “some evidence” of 
insanity may be altogether inadequate in a case 
where the evidence of insanity is substantial. 
Before considering the sufficiency of the Gov- 
ernment’s proof in the instant case, therefore, 
we must assess the evidence of insanity in- 
troduced by the appellant (ibid at 7). 


This becomes the standard for proof of 
sanity, after this case. 

In this opinion there is also a long cita- 
tion from Carter, and the Court emphasizes 
its position about lay testimony with the 
comment that : 


Although the testimony of lay witnesses may 
be competent evidence on the issue of insanity, 
it does not follow that, in the face of sub- 
stantial showing of insanity, the Government 
may send the issue to the jury simply by 
having two policemen testify, “he looked 
all right to me.” The probative value of 
any opinion on the issue of insanity depends on 


the facts upon which it is based. This is 
especially true of a lay opinion (250 F.2d 
4, 9-10). 


In answer to the Government's argument 
that some of the psychiatric examinations 
were conducted too long after the com- 
mission of the crime to give experts an 
adequate basis for their opinions, the 
Court says, 


If the Government feels that psychiatric opin- 
ions which come into evidence ought to be 
based on examinations of greater scope and 
intensity than has been-the practice hereto- 
fore, it can and should arrange to have such 
examinations made (ibid at 9). 


This well taken point surely will influence 
future trial preparation by the Government 
whenever the possibility of an insanity 
plea arises. It should be apparent, also, 
that this will tend to draw the questions 
of competency to stand trial and responsi- 
bility into closer proximity. Much defini- 
tion and clarification remains to be done 
in this area of overlapping policy problems. 

Defense argued error in the trial judge’s 
refusal to explain to the jury such things 
as 1. The meaning of “causal connection,” 
2. The alternative verdicts at which they 
could arrive, 3. The kinds of mental illness 
which would allow them to find the de- 
fendant insane (the jury itself requested 
this information) and 4. A request by de- 
fense to charge the jury on the right and 
wrong question. The failure of the trial 
judge to grant these requests was a part 
of the error which caused the Court of 
Appeals to reverse and remand for retrial. 

Williams v. U. S. (250 F.2d 19 [1957] ) 
is an interesting case because of its implica- 
tions for criminal treatment(16). Dallas 
Williams is a persistent recidivist who had 
spent 20 of his 39 years in jail, and whose 
current offense had been tried 5 times, 
with 3 appeals. Each of the prior convic- 
tions had been reversed because of im- 
proper determination of his competency to 
stand trial. At the time of his third appeal 
he had already been confined 7 years—the 
maximum sentence in his first conviction. 
In this opinion, the Court ordered the trial 
court to dismiss the indictment because of 
the Government's failure to give defendant 
his constitutionally guaranteed right to a 
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speedy trial. In doing so they say ( Bazelon, 
J.) 


Considering the pattern of violence char- 
acterizing appellant’s behavior since his ad- 
olescence and the Government's justifiable 
concern with his criminal recidivism, com- 
mitment of the appellant to a mental hospital 
might well have been the wisest and most 
desirable disposition of this case (ibid at 26). 

It is open to the Government, however to 
proceed for a civil commitment under D. C. 
Code § 21-326, if it considers that, with Wil- 
liams at large in his present state, “the rights 
of persons and of property will be jeopardized 
or the preservation of public peace imperiled 
and the commission of crime rendered prob- 
able” (ibid at 26). 


After the Williams case there follows a 
series of cases appealed on such issues as, 
1. Proof of sanity in the face of substantial 
evidence of insanity, 2. A motion to acquit, 
the jury verdict notwithstanding, and 3. An 
appeal to set aside a writ of habeas cor- 
pus, granted to a man who had been com- 
mitted following a successful insanity plea. 
Time does not permit detailed exposition 
of these cases, although they provide in- 
teresting highlights to the general develop- 
ment of these aspects of D. C. law. Dis- 
tributed among the cases described above 
there is also a series of cases involving the 
question of competency to stand trial(17). 

By early 1958 the impact of these 
opinions had begun to filter down to the 
level of the trial courts and the Court of 
Appeals’ efforts to clarify the law involving 
the insanity plea began to bear fruit. Early 
in that year there were several cases in 
which the trial judge directed a verdict of 
not guilty by reason of insanity, and 
several defendants were acquitted by the 
jury with the same verdict. The final 
case I shall discuss, was the first one in 
which a jury found a “pure” sociopath, not 
guilty by reason of insanity. John Leach 
(U. S. v. Leach Cr. No. 450-57 [1958}) 
was indicted for robbery, tried in Novem- 
ber, 1957, and committed to St. Elizabeths. 
In April of 1958, he filed a write of habeas 
corpus, and the District Court ordered his 
release. The superintendent of St. Eliza- 
beths appealed this action and in Over- 
holser v. Leach (257 F.2d 667 [1958] ), the 
Court sets out the standard for release of a 


person following commitment as “not re- 
sponsible.” They state : 


The phrase “establishing his eligibility for 
release,” as applied to the special class of 
which Leach is a member, means something 
quite different from having one or more psy- 
chiatrists say simply that the individual is 
“sane.” There must be freedom from such 
abnormal mental condition as would make the 
individual dangerous to himself or the com- 
munity in the reasonably foreseeable future 
(ibid at 670). 


This is a sweeping standard which raises 
the same spectre as do the “sex-psychopath 
laws.” The relationship of such a commit- 
ment to the availability of treatment, the 
potential duration of such a commitment, 
and other similar problems, must await the 
further development of experience as well 
as law. 

We can see from the foregoing that the 
Court of Appeals in its decisions since 
Durham has systematically dealt with and 
clarified a great many of the problems 
raised by the new test for criminal re- 
sponsibility. The dire results predicted by 
many have not come to pass, and the crimi- 
nal process appears to be proceeding in an 
orderly, and considerably enlightened man- 
ner in this jurisdiction. Though full utiliza- 
tion of the opportunities offered by Durham 
is just beginning, there are definite signs 
that this rule will facilitate greatly the 
disposition of criminal offenders in whom 
there is mental illness. This can lead po- 
tentially to a single systematic method for 
criminal adjudication which will make pos- 
sible the complete individualization of 
treatment for offenders. It will leave the 
test for responsibility in a flexible state 
where it may be altered and updated con- 
stantly as behavioral science knowledge ad- 
vances. It will put pressure continually 
upon both prosecution and defense to pre- 
sent their case in language which is com- 
municative to the fact triers ; not in magical 
formulae which no one can really under- 
stand. 

While no major jurisdiction has yet 
adopted Durham, many have had to exert 
strong pressure to resist it(18). These 
courts have gone to great lengths to prove 
why they should not abandon M’Naghten. 
Psychiatrists should recognize this as the 
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earliest stage of acceptance, and the suc- 
cessful experiment in the District of Colum- 
bia with its progressively developing law 
should speed this change. 
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DISCUSSION 


Cuartes SavaceE, M.D. (Palo Alto, 
Calif.)—The Durham decision was greeted 
with tremendous acclaim 5 years ago by the 
idealist who saw in it a Bill of Rights for the 
mentally ill, and by the villain, who as 
Cicero points out “Inevitably seeks justifica- 
tion for his crime in some natural provision 
of rights.” It was also greeted with grave 
apprehension by lawyers. The high hopes 
of the former and the dour expectations of 


the latter have all been confounded by the 
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development of the Durham decision. 

Dr. Watson has given us a thorough and 
scholarly analysis of the Durham decision 
and its development and vicissitudes during 
the past 5 years. He has rightly stressed the 
communication difficulties between psychi- 
atrists and lawyers, and the tendency of 
psychiatrists to speak like lawyers, and of 
lawyers to speak like psychiatrists. If I were 
to make any criticism of this paper, it would 
be that Dr. Watson falls into the same error 
of which he complains. His paper speaks 
the language of the law rather than of 
medicine. I regret that his very thorough 
analysis could not have included some ref- 
erence to psychiatric opinion more modern 
than that of Isaac Ray. But while I have 
nothing but praise for Dr. Watson’s analy- 
sis, I have sometimes thought of the Dur- 
ham case as the worst thing to come out of 
Washington since the Dred Scott Decision. 
It arises from the same humanitarian im- 
pulse which seeks to resolve a social dilem- 
ma by a tour de force of judicial legislation. 
Though widely heralded as bringing legal 
psychiatry more in line with modern psy- 
chology, it actually does no such thing. It 
is a peculiar mixture of Aristotelian faculty 
psychology, metaphysics, mysticism, and 
mediaeval theology. Were I a lawyer I 
would also hazard the opinion that it is 
not very good law either. 

Dr. Watson has commented on its vague- 
ness. It is indeed vague particularly in the 
matter of the first test of responsibility : 
that of mental illness. There are very few 
people who could not qualify under this 
test, and they might run the risk of being 
diagnosed as suffering from the “normal 
neurosis.” Dr. Funkenstein has told us how 
the people of Burma are predominantly 
paranoid, and incidentally have a high 
homicide rate. Would it not perhaps be 
possible to qualify an entire population 
under the Durham test of responsibility ? 

However, as Dr. Watson has shown, this 
vagueness, which I would characterize as 
extreme has proven no barrier to its adop- 
tion. In extreme cases there will be general 
agreement among psychiatrists. It is in the 
borderline cases such as the sociopaths 
where there will be wide disagreement : 
the same cases which caused us great dif- 
ficulty during the old M’Naghten days. 


But even if one can get general agree- 
ment as to the presence or absence of 
mental illness, (which is possible, if one 
can get general agreement as to the defini- 
tion to be used), there is no possibility of 
answering the second yuestion posed by 
the Durham decision: is the crime the 
product of a mental illness. I can see this 
question as only sheer mysticism if not 
madness. How can a crime be the product 
of a mental illness ? Crimes are committed 
by people, not by mental illnesses. It is as 
though the mental illness were some dae- 
mon residing within the head which medi- 
ated some behaviour and not others. As 
Dr. Weinstein has pointed out, one cannot 
even tell which part of behaviour is medi- 
ated by an epileptic focus. 

The Durham decision merely restates the 
principle of the McNaghten Decision in 
different language. Both assume that one 
is naturally endowed with freedom of the 
will which may however be overturned 
temporarily or permanently by illness. Both 
make implicitly the declaration that if one 
chooses the evil side of one’s own free will, 
then he may expect the wrath of Judgment 
Day. 

This is hardly consistent with a deter- 
ministic scientific view of behaviour. But 
it is certainly consistent with Judge Baze- 
lon’s position which he has stated as fol- 
lows : “Juries will continue to make moral 
judgments still operating under the funda- 
menta! precept that our collective con- 
science does not allow punishment where 
it cannot impose blame.” 

This is neither good sense nor psycholo- 
gy. This hopelessly confuses the laws of 
the state and the laws of God, which 
presumably were separated some time ago 
by Hobbes. It ignores the fact that punish- 
ment can be quite effective without any 
necessity of attaching blame. As Dr. Rich- 
ard Board of Washington has put it, 
“Liberalized criteria for establishing crimi- 
nal responsibility as represented by the 
Durham decision are but siren songs, luring 
the psychiatrist from his deterministic 
science to pose as an expert on theological 
matters. Where in the range of psycho- 
dynamics does moral responsibility sud- 
denly or gradually appear ?” Here lies my 
only quarrel with Dr. Watson. The psy- 
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chiatrist, when he testifies in a trial of 
criminal responsibility, does testify about 
moral guilt, whether he likes it or not. 

I have stated above why the Durham 
decision should be grounds for disquietude 
on the part of any psychiatrist. The 
grounds for discontent for the villains are 
contained in the important decision : Over- 
holser vs. Leach which is the counterpart 
to U. S. vs. Leach where Leach was found 
not quilty by reason of insanity due to 
“pure” sociopathy. Overholser vs. Leach 
established that sociopathy is grounds for 
continued commitment. I wish Dr. Watson 
had had more time to devote to this case 
which is crucial to the development of the 
Durham decision, and as he says: “is a 
rather sweeping standard which no doubt 
raises the same spectre as some of the ‘sex 
psychopath’ laws.” I suspect that criminals 
and their lawyers may discover, as a result 
of this decision, that a short term in a well 
run prison would be far more salutary than 
indefinite commitment to a hospital for the 
criminally insane. 

This raises the happy prospect that good 
may eventually grow out of evil, that the 
Durham decision, bad as it is, will initiate 
a series of changes which will lead to its 


own abandonment, that not guilty by 
reason of insanity will disappear as a plea 
except in capital cases. Then if we could 
but begin to believe in the lofty moral 
sentiments that we pay so much attention 
to, we might obey the fifth commandment 
and abolish capital punishment, and with 
it abolish insanity pleas altogether. 

When we realize that salting away the 
sociopath for a long time in a mental hos- 
pital is no answer, we may even get around 
to reforming our penal system. And I can 
think of no better way to start than to 
re-read Dr. Solomon’s last year’s address 
on the evils of large overcrowded hospitals 
and recognize that it applies with equal 
force to prisons. 

When this happy event occurs, we can 
resign from the arena of theology into 
which Judge Bazelon has cast us as experts, 
and resume our role as physicians and sci- 
entists who may be hopefully able to advise 
the court on the sentencing and disposition 
of criminals. The jury could stick to de- 
termining matters of fact ; the judge could 
return to the administration of justice. 
Moral judgments are far too iraportant for 
men to assess ; their assessment should be 
left to God. 
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THE PLACEBO EFFECT IN THE HISTORY OF MEDICAL TREATMENT : 
IMPLICATIONS FOR PSYCHIATRY 


ARTHUR K. SHAPIRO, M.D." 


INTRODUCTION 


The interest in the placebo effect has 
increased considerably in recent years. 
More articles have appeared in the last 4 
years (34 during 1954-1957) than in all 
previous years combined (22 prior to 1945) 
(1, 2). Indices, journals, texts and abstract 
journals are increasingly including the word 
placebo in their lists of references(1, 2). 
The word placebo appears more frequently 
in the title of articles and it is becoming a 
commonplace in research as it has been a 
commonplace in medicine for a much long- 
er period of time(3, 4, 5). A placebo con- 
trol is included in double-blind studies 
which also are appearing more frequently 
in scientific literature. 

This paper is a shortened version of the 
first of several papers on the placebo effect 
(2). Our concern in this paper will be 
limited primarily to an examination of the 
historical data. This is important, for as 
stated by Santayana, “Those who forget the 
past are destined always to repeat it.” 


HISTORY AND DEFINITION OF THE WORD 
PLACEBO 


Let us first trace the history of the word 
placebo(6, 7, 8). It is the first person 
singular of the future indicative of the 
Latin verb “to please,” the word “placebo” 
being equivalent to the phrase “I shall 
please.” The first use of the word dates 
back to at least the 13th century, appearing 
in the Vespers for the Dead in the Roman 
Catholic service. It was used in the sense of 
“I will walk before . . .” or “I will please 
...” It is then found in phrases and nouns 
by Chaucer and Scott suggesting sycho- 
phancy and servility. It is defined as “a 
commonplace method of medicine” in the 
1787 edition of Quincy’s Lexicon and in the 
Philadelphia Medical Dictionary published 
in 1808 by John Redman Coxe. Pepper(8) 
points out that this definition may illustrate 
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the earliest stage of doubt concerning the 
efficacy of prescriptions of those days, and 
an approach to the frank admission of a 
quarter of a century later which appeared 
in the 1811 edition of Hooper's Medical 
Dictionary with the definition of the place- 
bo as “an epithet given to any medication 
adopted more to please than to benefit the 
patient.” Almost all definitions in con- 
temporary medical dictionaries are inade- 
quate. The usual definition, with slight 
variation, is similar to that appearing in 
the 1951 Dorland Medical Dictionary(9), 
where it is defined : “An inactive substance 
or preparation, formerly given to please or 
gratify a patient, now also used in con- 
trolled studies to determine the efficacy of 
medicinal substances.” 

Recent investigators have elaborated 
further on the characteristics of placebos 
(3, 5, 11-13). The most widely known type 
is the “pure placebo.” It is an inert sub- 
stance such as the lactose or sugar tablet 
and the distilled water or saline injection 
which is physiologically, biologically and 
organically inactive. Another more subtle 
and often unrecognized type is the “im- 
pure” or “adulterated placebo” which con- 
tains some active ingredient, but which has 
no effect on the patient’s illness. It may 
contain a truly active substance but be 
given in inappropriate circumstance or in- 
adequate dosages. The majority of place- 
bos are of this type, and include medication 
or procedures for every disease and system 
of the body. A placebo may be a drug 
which the physician knows to be a placebo, 
but which the patient believes to be potent. 
These may be either “pure” or “impure 
placebos.” A second kind is the placebo 
which both the patient and the physician 
believe to be potent, but which is really 
inert. These are usually “impure placebos,” 
the most frequently used type, and proba- 
bly the most effective. Another type of 
placebo is that which both the patient and 
the physician believe in, but which is 
actually harmful. One need only remember 
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the radium injections given as tonics in a 
previous era which have caused sarcomas 
in a number of patients in recent years. 

A placebo may be ingested, injected, in- 
serted, inhaled, applied or be any procedure 
offered with therapeutic intent(8). Thus 
all treatment procedures can result in a 
placebo effect(3, 5, 8, 10-14). This may be 
the only effect, the major effect, a minor 
effect, or not take effect at all. The placebo 
effect, if it occurs, may be positive or nega- 
tive, e.g., the patient getting better or be- 
coming worse(5). 

Some of these thoughts have been in- 
corporated in a recent and improved defini- 
tion of the placebo as, “a preparation con- 
taining no medicine (or no medicine 
related to the complaint) and administered 
to cause the patient to believe he is re- 
ceiving treatment”(15). 


DEFINITION OF THE PLACEBO EFFECT 


For the purposes of this paper, let us 
define the placebo effect as the psychologi- 
cal, physiological or psychophysiological 
effect of any medication or procedure given 
with therapeutic intent, which is inde- 
pendent of or minimally related to the 
pharmacologic effects of the medication or 
to the specific effects of the procedure, and 
which operates through a_ psychological 
mechanism. 


PRESCIENTIFIC MEDICAL TREATMENT 


Medication always appears to have been 
of importance to man. Sir William Osler 
(16) felt that the desire to take medicine 
was one feature which distinguished man 
from his fellow creatures. It is probable 
that whatever beneficial effects accrued to 
man’s first medication could only have been 
due to the placebo effect(13). Of course 
we do not know anything about the nature 
of man’s first medication, nor anything 
about the first physician. Historians, how- 
ever, attribute the earliest portrait of a 
physician to Cro-Magnon times in the year 
20,000 B.C.(17, 18). Obviously this horned, 
tailed hirsute and animal-like apparition 
had great psychological effect, and it is 
likely that the medication used by this 
physician was principally as a vehicle to 
enhance the psychological or placebo effect 
and without any intrinsic merit(13). Al- 


though a surgical procedure in our times 
has much intrinsic merit it also has a pro- 
found psychological or placebo effect (13- 
19). One has only to remember the solemn, 
tense and magical atmosphere that charac- 
terizes the usual lay-dramatization of surgi- 
cal procedures. It can be said that one com- 
mon feature that links ancient and modern 
medicine is the placebo effect(13). 

The history of medical treatment, al- 
though concordant with scientific progress 
in general, is at the same time incredible. 
In ancient Egypt, according to the Ebers 
Papyrus, in 1500 B.C., patients were often 
treated with medication such as “lizard’s 
blood, crocodile dung, the teeth of swine, 
the hoof of an ass, putrid meat and fly 
specs’(11). No treatments of specific 
value are found in all the pages of Hip- 
procrates(10). In ancient Babylonia gastric 
complaints were treated by pouring burning 
juice of cassia over the patient(20). In the 
7th century, Paul of Aegina(21) outlined 
the use of blood in treatment : pigeon and 
turtle blood for ocular hematomas and 
during trephination ; owl blood for dys- 
pnea ; bat blood for preserving the breasts 
of virgins ; bat, frog, chameleon and dog- 
tick blood to prevent breast hirsuteness ; 
goat blood for dropsy and kidney stones ; 
domestic fowl blood for cerebral hemor- 
rhages ; lamb blood for epilepsy ; kid blood 
for hemoptysis ; bear, wild goat, buck goat 
and bull blood for apostemes ; land croco- 
dile blood for visual acuity ; duck, stag and 
goose blood for deadly poisons. It is well- 
known that bleeding was a very common 
remedy for a multitude of conditions. 
Leeches were only one of many methods 
that were used. In 1827 alone, 33,000,000 
leeches were imported into France because 
domestic supplies were exhausted(22). In 
the 13th century we read about a cure for 
gout consisting of oil of skinned puppy, 
vulture, goose, bear, fox, wax and 7 other 
substances(20). In the 17th century edi- 
tions of the London Pharmacopeia(21) we 
read about the use of worms, lozenges of 
dried vipers, powders of precious stones, 
oil ot bricks, ants, wolves, spiders and 
earthworms, fur, feathers, hair, human 
perspiration, saliva of a fasting man, spider 
webs, wood lice, moss scraped from the 
skull of a victim of violent death, crabs’ 
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eyes and claws and human urine. In the 
17th and 18th centuries we note the pre- 
scription of “hotte horse dung” for ague, 
goose dung for baldness and sheep dung 
for gall stones(19). 

Despite these useless, abhorrent and often 
harmful drugs, and the continued prescrip- 
tion of the “flesh of vipers, the spermatic 
fluid of frogs, horns of deer, animal ex- 
cretions, holy oil”(12) and other bizarre 
substances, the physician continued to be 
a useful, respected and highly honored 
member of society. 

Let us look at some of the most famous 
medications used by physicians up to the 
16th and at times during the 18th centuries 
(14, 17, 19, 21, 23-29). 

Unicorn Horn: The fabled unicorn horn 
was used to detect and protect against 
poisons in wines and foods. It usually came 
from the ivory of the narwhal or elephant. 
There are records of these horns selling for 
as high as $75,000. They disappeared from 
use in the 17th century. 

Bezoar Stones : Bezoar stones came from 
Arabic medicine to Europe and were used 
for poisons of all types, melancholia, and as 
a universal antidote. According to legend, 
a bezoar stone was the crystallized tear 
from the eye of a deer bitten by a snake. 
In reality they were a gall stone or concre- 
tion found in the stomachs and intestines 
of animals such as the goat. These stones 
were often counterfeited, pebbles being 
used instead, and there are records of in- 
dividuals being tried and punished for this 
offense. 

Mandrake : Mandrake was used by the 
early Babylonians and Hebrews, by Nero 
and was mentioned by Shakespeare. Its 
principle use was as an anesthetic and 
aphrodisiac. According to popular supersti- 
tion the mandrake shrieked when pulled 
from the earth and anyone hearing the 
shreik went mad. To avoid this a dog was 
tied to the plant and in seeking to escape 
pulls out the root. As a further precaution 
a horn is blown to drown out the shriek. 
Its use as an aphrodisiac is suggested by 
the existence of male and female man- 
drakes. 

The Royal Touch: The “laying on of 
hands” as a treatment for illness is one of 
the oldest and most persistent of methods 


which even extends into contemporary 
times. The Royal Touch, in which a regal 
and royal personage touched a patient with 
the King’s Evil (usually scrofula but at 
times extended to all types of illnesses), 
was perhaps the most famous of such pro- 
cedures. It first appeared in 300 B.C., en- 
tered Europe in 500 A.D. and England in 
the 11th century. Thomas Aquinas, by 
testifying to the cure of a page by King 
Clovis in the 5th century, helped to sanctify 
the practice. Samuel Johnson was touched 
as an infant but not cured. Many quarrels 
occurred over lineage and the right and 
ability to cure by touching. Patients often 
were carefully screened and only one treat- 
ment per person was allowed (thus decreas- 
ing the possibility of failure). King Charles 
II touched 90,798 patients during 19 years 
of his reign in the 17th century. Of this 
ritual, Richard Wiseman, the surgeon to 
Charles II lamented in his treatise on scro- 
fula, “The weakness of our ability when 
compared with his majesty’s who cureth 
more in any one year, than all our chiru- 
geons of London have done in an age.” This 
practice disappeared in England during the 
18th century and in France during the 
19th century. 

Powdered Mummy : Powdered mummy 
presumably came from a ground-up mum- 
my in Egypt. It resembled and tasted like 
rosin, and was used to heal wounds and 
as an almost universal remedy. Several 
official conferences complained about the 
adulteration of the powdered mummy from 
Egypt (and the impurity of the unicorn 
horn as well), probably when their ef- 
fectiveness decreased. Paré, who was in- 
fluential in undercutting many of these 
delusionary beliefs, replied, “It doesn’t 
make much difference . . . because our 
French bodies are just as effective .. . , 
none of them being of any value.” 

These medications were very expensive 
and only the wealthy could afford them. 
Theriac and Mattioli contained up to 63 
and 230 ingredients respectively, all of 
which were worthless. Usnea (the moss 
scraped from the skull of a hanged crimi- 
nal), eunuch fat, fly specs, human and 
animal excretions were some of the more 
unpalatable drugs. Medical reasoning was 
primitive : the lungs of a fox, a longwinded 
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animal, was given to consumptives ; the fat 
of a bear, a hirsute animal, was prescribed 
for baldness ; mistletoe was prescribed for 
the falling sickness because it grew on the 
oak and hence cannot fall. Despite the 
ignorance and superstition, physicians must 
have benefited their patients because they 
continued to be held in high esteem. 

Consider the treatment by the physicians 
of his day that Charles II endured : 


A pint of blood was extracted from his right 
arm, and a half-pint from his left shoulder, 
followed by an emetic, two physics, and an 
enema comprising fifteen substances : the royal 
head was then shaved and a blister raised ; 
then a sneezing powder, more emetics, and 
bleeding, soothing potions, a plaster of pitch 
and pigeon dung on his feet, potions containing 
ten different substances, chiefly herbs, finally 
40 drops of extract of human skull, and the 
application of bezoar stone ; after which his 
majesty died (30). 


(For a more complete description, see 
Haggard (17).) 

Astute observers of their time, such as 
Maimonides( 31), Montaigne(10) and Mo- 
liére(24) were able to perceive the serious 
shortcomings of medical practice. As late 
as the 17th century, however, a contem- 
porary of Moliére, Robert Boyle, the father 
of modern chemistry, after expunging 
many questionable remedies from the re- 
vised pharmacopoeia, included the sole of 
an old shoe “worn by some man that walked 
much” which was to be ground into a 
powder and taken for stomach ache(25). 
Oliver Wendell Holmes said as recently as 
1860, that if nearly all the drugs then in 
use “could be sunk to the bottom of the 
sea it would be all the better for mankind 
and all the worse for the fishes”(32). De- 
spite this, sick patients continued to submit 
to purging, puking, poisoning, cutting, 
cupping, blistering, bleeding, freezing, 
heating, sweating, leeching and shocking. 

One could expand at considerable length 
on other such examples. Today we know 
that the effectiveness of these procedures 
and medications was due to the placebo 
effect. 

In the 17th century cinchoma bark, 
which contains quinine, was introduced as 
a treatment for febrile infections. Syden- 
ham, by demonstrating that it was only 


specific for fever of malarial origin, con- 
tributed to the end of Galenism and the 
beginning of scientific medicine(8, 17, 24, 
27, 33). It may be considered that this was 
the first drug that was not a placebo(8, 
10, 11), because previous to this there was 
no way to distinguish a placebo from a 
non-placebo(8). 


DISCUSSION 


If it can be said that scientific medicine 
truly began only 7 or 8 decades ago(11, 
14, 30), we are led to the inescapable con- 
clusion that the history of medical treat- 
ment for the most part until relatively 
recently is the history of the placebo effect, 
since almost all medications until recently 
were placebos. 

The frequent reference to the importance 
of the “art of medicine”(13, 18, 34-36) 
implies an understanding of the placebo 
effect. This is also true of Hippocrates’ ob- 
servations on the “art of medicine”(37) 
although none of the drugs used by the 
latter have proven to be of any use(10). 
One cannot help notice the rash of treat- 
ment methods that successively appear on 
the medical scene, only to be relegated to 
limbo and the status of curiosities in the 
history of medical treatment( 11, 18, 36, 38- 
41). This has led to the famous admoni- 
tion: “you should treat as many patients 
as possible with the new drugs while they 
still have the power to heal.” This implies a 
knowledgeable appreciation of the placebo 
effect, a statement which has become so 
famous that it has been attributed to Trous- 
seau(11, 42, 43), Osler(44), Sydenham 
(45) and Nolan D. C. Lewis(38). 

Although medicine was integrally re- 
lated to the finest scientific, religious, cul- 
tural and ethical traditions in most periods 
of history, and despite the ephemeral and/ 
or quite quantitative appearance of drugs 
or procedures which were truly helpful, 
one may ask how physicians maintained 
their positions of honor and _ respect 
throughout history in the face of thousands 
of years of prescribing what we know today 
to be useless and often dangerous medica- 
tions ? Indeed! this would have been a 
major accomplishment of the physician 
were it not for the fact that despite the 
uselessness of the drugs and procedures, 
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nevertheless, physicians did help their pa- 
tients(10, 11). 

We are led then to another conclusion : 
that the potent placebo effect which charac- 
terizes the history of medical treatment is 
related, in some as yet unelucidated way, 
to the doctor-patient relationship(4, 5, 10, 
11, 46-48). Houston(10) views the physi- 
cian as the therapeutic agent by which 
cures were effective in the past, since the 
therapeutic procedures were placebos. 
Findley(11) says, “. . . that the physician 
is a vastly more important institution than 
the drug store,” and that even today, “De- 
spite the scientific achievements of this 
century the physician himself is still the 
most important therapeutic agent.” It has 
been aptly observed that the physician’s 
most important therapeutic agent is his 
medical degree which he receives upon 
graduation from medical school. 

Houston(10) remarks on the many re- 
minders of the historical past in the con- 
temporary successful existence of the nos- 
trum vendors, chiropractors and myriads 
of other varieties of quackery. He also notes 
that no one considers applying the princi- 
ples of osteopathy to animals, where it 
would certainly fail, because the principles 
are effective only when they involve a 
human interpersonal relationship. 

To the element of the doctor-patient re- 
lationship, we must add the importance of 
faith which is reflected, in part, by the fact 
that the best educated, major religious 
group in the United States is able to deny 
the rational efficacy of any treatment or 
medicine and to assign all treatment bene- 
fits to faith. 

Another factor contributing to the “suc- 
cess” of these physicians in the past must 
be postulated. Spontaneous recoveries and 
remissions “can” occur in the course of 
almost any illness and “may” be unrelated 
to the administered drug, doctor-patient 
relationship and placebo effects. It is very 
difficult, however, to isolate this factor 
because of the potential placebo effect in 
every therapeutic relationship. In addition, 
the belief of the physician and/or the pa- 
tient that recovery is a consequence of 
some activity of the physician would tend 
to increase the effect of placebos in general. 
Although this factor must be postulated it 


does not negate what is thought to be the 
more important influence of the doctor- 
patient relationship in the history of medi- 
cal treatment. 

We would have to mention also the 
importance of enthusiasm, expectation, 
conviction, suggestibility, personality and 
psychodynamic factors, and the unconscious 
and preconscious attitudes of both the doc- 
tor and the patient(2). Other factors have 
been suggested(2). Much research is re- 
quired in order to delineate the specific 
factors involved. 


IMPLICATIONS FOR PSYCHIATRY 


These historic considerations have im- 
portant implications for, and are clearly 
applicable to, all research and the evalua- 
tion of all therapeutic methods. This is 
especially true of psychiatry which has in- 
herent factors which maximize placebo 
effect potentialities. The placebo effect is 
a notorious concomitant of newly intro- 
duced therapeutic methods, and almost all 
treatment methods used in psychiatry today 
have been introduced relatively recently. 
The placebo effect is maximized and de- 
termined in part by the character of the 
doctor-patient relationship. This relation- 
ship is particularly close in most methods 
of psychiatric treatment, and is the major 
tool in all psychotherapeutic methods of 
treatment. 

Many methodological variables are taken 
into consideration in contemporary research 
and evaluation of therapeutic methods. Un- 
fortunately, however, surveys of medical 
(and other scientific literature) reveal 
gross inattention to the placebo effect as an 
important methodological variable(34, 49, 
50). This factor requires special attention 
because it is always present in therapeutic 
situations and extremely potent in its con- 
sequences(5, 8, 10, 13, 51). It requires the 
use of placebo controls, the double blind 
procedure, statistical analysis and consulta- 
tion and concern with other appropriate 
methodological principles(52). 

This paper has emphasized only the tend- 
ency to overevaluate the efficacy of thera- 
peutic methods. Although this is the most 
marked tendency, one must mention also 
the influence of negative placebo effects 
contributing to an underevaluation of tru- 


hes 
| 
2 
¥ 
| 
? 
he 
Ne 
es 
J. 


1959 | 


ARTHUR K. 


SHAPIRO 303 


ly helpful therapeutic methods. Occasional 
records do occur of ancient medicine having 
stumbled upon useful drugs. The inability, 
however, to scientifically evaluate the 
specific usefulness of the drug resulted in 
its loss to future generations. The ancient 
Chinese gave ground-up “dragon bones” to 
children with convulsions(11); burnt 
sponge, which contains iodine, was used to 
treat simple goiter(11) ; an extract of the 
meadow saffron, which contains colchicine, 
was used in the treatment of gout in the 
6th century(23). In addition, these truly 
helpful treatments were lost to future gen- 
erations, in part, because of the placebo 
effects of other useless medication. 

Today we know that negative investiga- 
tory attitudes (negative placebo effects in 
part) can determine negative results. The 
problem of evaluation can be further com- 
plicated. An over enthusiastic investigator 
may come away with positive results for a 
great number of conditions, only a few in 
reality responding to the specific effect of 
the treatment, the others responding to the 
non-specific effects stemming from the 
placebo effect. Another investigator may 
“fortuitously” study the effect of the treat- 
ment on those patients who are positive 
placebo reactors, and come away with 
negative results, erroneously rejecting the 
whole treatment. 

Physicians and investigators, to some 
extent, in one form or another, recognize 
the widespread existence and potent in- 
fluence of placebo effects. However, there 
is a marked tendency for the latter to recog- 
nize placebo effects more easily in the work 
and practice of others than in their own 
work and practice. This is illustrated by the 
finding that 3 times as many physicians are 
of the opinion that they used placebos less 
frequently than their colleagues(48). 

I believe that if we keep these thoughts 
in mind we will appear as wise 100 years 
from now as do the compilers of the Paris 
Pharmacologia of a century ago who said, 


What pledge can be afforded that the boasted 
remedies of the present day will not, like 
their predecessors, fall into disrepute, and in 
their turn serve only as a humiliating memorial 
of the credulity and infatuation of the physi- 
cians who recommended and prescribed them 


(53). 


SUMMARY 

A brief history of the word placebo was 
presented and the placebo effect was de- 
fined. Characteristic examples of prescienti- 
fic medical treatment were described. The 
following conclusions were reached: The 
normative history of medical treatment 
until relatively recently is the history of 
the placebo effect. Although physicians 
prescribed what we now know to be use- 
less and often dangerous medications and 
procedures for thousands of years, they 
maintained their positions of honor and re- 
spect throughout history because they did 
help their patients. This was possible be- 
cause of the potent placebo effect. The 
placebo effect is related to the doctor-pa- 
tient relationship and a number of other 
factors derived from this relationship. The 
placebo effect is maximized by the close- 
ness of the doctor-patient relationship in 
psychiatric treatment. Therapeutic efficacy 
should be studied and evaluated in the 
light of the methodological principles 
stemming from this knowledge. 
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DRUGS AND PSYCHOTHERAPY ' 
PAUL H. HOCH, M.D.? 


When we discuss the relationship of 
drugs to psychotherapy we must decide 
first when drugs should be used, when 
psychotherapy should be used, and when 
the use of a combination of both is indi- 
cated, Today drugs are used extensively in 
the treatment of the psychoses, and espe- 
cially in schizophrenia, but also increasing- 
ly in depressions. The kind of treatment to 
be applied will have to be decided based 
upon the clinical manifestations of each in- 
dividual case. Generally speaking, a psychi- 
atrist will use drugs in the major mental 
disorders and psychotherapy as an adjunct, 
whereas in the psychoneuroses he will use 
psychotherapy as the main treatment and if 
necessary, drugs as an adjunct. However, 
the indications as to when drugs should be 
employed and when not are not clearly 
drawn. In major mental disorders where 
it is far more difficult to reach the patient 
and where the symptoms overwhelm him 
and prevent him from functioning, the use 
of drugs is indicated much more than in 
most patients who have adjusted and are 
able to maintain their professional and 
social activities. 

Drugs are now used extensively in schizo- 
phrenic patients in public mental hospitals. 
They usually receive one or another of the 
tranquilizing drugs and many show an im- 
pressive improvement. The amount of psy- 
chotherapy these patients receive is usually 
limited and is confined to reassurance or a 
discussion of their problems with the thera- 
pist. In many mental hospitals a so-called 
therapeutic milieu is organized where the 
personnel in general partakes in some ac- 
tivity with, or in relationship to, the patient. 
In a broader sense this can be considered 
psychotherapeutic, but, of course, none can 
be labelled as organized psychotherapy. A 
very few patients in public mental hospitals 
can receive a systemic and organized form 
of psychotherapy on an individual level. 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
April 27-May 1, 1959. 

2 Commissioner of Mental Hygiene, State of New 
York ; Professor of Clinical Psychiatry, College of 
Physicians and Surgeons, Columbia University. 


Of course many could participate in group 
therapy, but nevertheless a large number of 
patients receive drug therapy with little 
psychotherapy. 

This immediately brings up the important 
question as to how much psychotherapy is 
needed for psychotic patients being treated 
with drugs. To what extent can drugs re- 
place psychotherapy and vice versa? The 
psychotherapy of the functional psychoses 
rests on the shaky assumption that these 
disorders are of psychic origin and there- 
fore, similar to the neuroses, should be 
treated with psychotherapy. Application of 
psychotherapy in the functional psychoses 
is very complicated in public hospitals. Its 
reach is limited and the most difficult prob- 
lem is the lack of adequate personnel which 
makes it an impossible undertaking. The 
statistics indicate that many schizophrenics 
show marked improvement and even an 
elimination of symptoms with drug treat- 
ments alone. On the other hand, the relapse 
rate of such patients is quite high, reaching 
approximately 30%. However, if they re- 
ceive psychotherapy in addition to the drug 
treatment this relapse rate can be cut in 
half. It appears there are schizophrenic pa- 
tients who have the ego strength to take 
over when the drugs reduce the gross psy- 
chotic state and who are able to adjust to 
different environmental situations. In a 
considerable number of schizophrenics, 
however, after eliminating the gross 
symptomatology of the disorder, we still 
see many adaptational difficulties remain- 
ing in relationship to the environment. 
They often have conflicts, feelings of in- 
feriority, inability to formulate goals, mo- 
tivational confusion, ambivalence and 
contradictions. These patients benefit a 
great deal from psychotherapy. 

The problem usually is not mentioned as 
to what extent psychotherapy can be ap- 
plied in schizophrenic patients who are 
being treated with drugs. Seemingly this 
is not a great problem, most likely because 
the goal of the therapy is not a reconstruc- 
tive one and therefore the therapist does not 
feel that the administration of the drug 
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interferes to any large extent with the psy- 
chotherapeutic process. The role of drugs 
in these cases is not clearly perceived but 
it is generally assumed that they suppress 
some of the symptomatology of the patient 
which interferes with psychotherapy and 
therefore makes the patient more amenable 
to such an approach. I may add there are 
some physicians who feel that if there is 
enough skilled personnel available, these 
patients do not need drugs and the reduc- 
tion of the symptomatology can be accom- 
plished by other means. Some investigators 
clearly claim that if you have enough per- 
sonnel, drugs can be replaced and of course 
it is also true to some extent that drugs can 
replace personnel. There is definitely an 
overlap. This is always present if we ma- 
nipulate the human psyche which is open to 
influence on many levels and it is possible 
to approach it psychotherapeutically and 
at the same time, chemically. The issue that 
will have to be discussed is which is more 
efficient and which is more feasible in a 
given case. However, we should not use 
vague or glib generalizations. 

We feel that the combination of drug 
treatment and psychotherapy is of special 
importance in schizophrenic patients, many 
of whom are treated in outpatient setups 
and in private practice. Many of these 
schizophrenic patients are very anxious, 
overwhelmed by their conflicts and most of 
the time only partially able to be in con- 
tact with the therapist. In most of these 
patients many ego supportive measures 
have to be applied. Up to a point these 
supportive measures can be replaced by 
drugs. The reduction of anxiety and the 
feeling of better functioning helps psycho- 
therapy considerably. The reduction or 
elimination of secondary symptoms such as 
hallucinations and illusions also fosters the 
psychotherapeutic attempts because these 
patients are difficult to approach and in- 
fluence psychotherapeutically during the 
time they show florid symptoms. 

It is necessary to keep many patients who 
need some psychotherapeutic help on a 
maintenance dose of tranquilizing drugs. 
I have been especially impressed by the 
fact that in these patients drug therapy and 
psychotherapy are complementary to each 
other instead of being antagonistic. In these 


patients the use of drugs has to be adjusted 
to the psychotherapy. A patient on tran- 
quilizing drugs may show less initiative and 
drive, but not if the drug is used in its 
proper dosage; and because the patient 
is less anxious and perturbed he is able to 
utilize psychotherapeutic assistance far 
better than before the administration of the 
drug. The ability of these patients to utilize 
psychotherapy under drug treatment is in 
sharp contrast to the time when no drug 
was available. The ego supportive measures 
which had to be carried out, the reassur- 
ance which had to be given, the different 
maneuvers in which the therapist had to 
engage to overcome the patient’s anxiety 
and preoccupations can be eliminated by 
the drug in many instances. I feel the com- 
bination of drugs and psychotherapy will 
have its main effective application in schiz- 
ophrenic patients, in the pseudoneurotic 
schizophrenic group, and in depressions. 
After being treated by drugs some will be 
able to function, but there will be those 
who will need psychotherapy even though 
the drugs have reduced or eliminated the 
feelings of depression. 

One of the most controversial points is 
the use of the drugs in the treatment of the 
psychoneuroses. I believe that the great 
resistance in some psychiatric circles to the 
use of these drugs is essentially based on 
the psychiatrist’s experiences with neu- 
rotic patients. I feel that every case has to 
be individually evaluated. It is obvious 
that many psychoneurotic patients should 
be treated without any drug adjuvant be- 
cause the treatment would not be facili- 
tated if drugs were to be administered. We 
must distinguish, however, between psy- 
choneurotic patients who function rela- 
tively well and are not markedly crippled 
by the intensity of the different psycho- 
neurotic symptoms. Nevertheless, there are 
patients—for instance, some phobic ones, 
where the anxiety is so intense that the 
patient is quite handicapped and is not able 
to function even relatively well—when the 
use of the drugs eliminates the anxiety to 
such a degree that they are more comfort- 
able and are able to partake of psycho- 
therapy. 

Some physicians have expressed the fear 
that if such patients are rendered comfort- 
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able by the drug they would lack motiva- 
tion for psychotherapy. I have not seen 
this happen. Most of these patients, even 
though they were more comfortable with 
the drug, wanted to have psychotherapy 
and were quite satisfied when the drug 
was gradually reduced or eliminated. In 
many instances where the patient only 
undertakes the drug therapy and does not 
want psychotherapy the motives are not so 
much the patient's lack of interest in psy- 
chotherapy, as his inability to afford it. In 
such situations, of course, the patient tries 
to be content with the use of the drug 
alone. Occasionally he also may be advised 
that the drug will take care of all his 
problems and therefore he does not re- 
quire any other help. However, most of 
these patients are aware of the fact that if 
the anxiety or some other of his symptoms 
are quantitatively reduced by the drug they 
still have problems which, so to say, quali- 
tatively speaking, can be adjusted only by 
discussing some of these problems with the 
therapist. I believe that this is probably 
the most important point which can be 
brought out in relationship to combined 
treatment. The tranquilizing drugs are able 
to reduce the amount of anxiety and sen- 
sory and proprioceptive bombardment to 
a level where the patient is able to cope 
with them. In some patients the reduction 
of the anxiety and the elimination of the 
preoccupations permits him to function, but 
in others, qualitatively speaking, many ad- 
justment problems still remain which the 
drug does not automatically eliminate and 
where psychotherapy should be applied. 
The amount of psychotherapy in these pa- 
tients is of individual difference and should 
be regulated in the same manner that the 
quantity of the drug is regulated in rela- 
tionship to their needs. 

The use of drugs in psychoneurotic pa- 
tients encounters two main objections : first, 
that the use of the drug interferes with the 
transference relationship, and second, that 
the effects and probable side effects of 
these drugs interfere negatively with the 
psychotherapy. I do not believe that the use 
of a drug necessarily interferes with the 
transference relationship. I actually feel 
that if the transference relationship is a 
good one, the introduction of a drug, even 


if it leads to some complications, does not 
disrupt the patient’s relationship to the 
therapist. The patient feels that every wea- 
pon at the disposal of the therapist is used 
to reduce his symptoms and to help him. 
Many patients are very appreciative of the 
fact that their considerable suffering is 
made more bearable. This usually leads to 
an enhancement of the transference of the 
relationship and not the opposite. The idea 
that the patient has to be profoundly un- 
comfortable for effective psychotherapy is 
an old shibboleth which has never been 
proven and which should be carefully re- 
examined in the light of newer knowledge. 
I do not believe that theoretical ballast of 
this sort should be carried out year after 
year without the re-examination of the cor- 
rectness of the foundations. 

.I may add that here we are discussing 
psychotherapy and not psychoanalysis. | 
am sure that even in analytic treatment, 
drugs can be used if necessary, but provid- 
ing we assume this would not be “correct” 
in psychoanalytically treated cases, this 
prohibition surely does not apply to psy- 
chotherapy in general. The question of 
using or not using a drug in combination 
with psychotherapy has to be individual- 
ized. In my observations | often found that 
the refusal to combine treatments was not 
based as much on preconceptions (which 
in many instances are obvious rationaliza- 
tions ), as on the fact that the therapist has 
lost touch with these methods and does not 
know how to give the drugs or is fearful in 
working in this therapeutic field because 
of lost proficency. Advances in medicine are 
made every day. A physician has the obli- 
gation to assimilate the new and connect it 
with the old. This is sometimes difficult and 
often the position is taken that everything 
new is valueless. In my opinion this posi- 
tion is equally as bad as the enthusiastic 
and uncritical acceptance of every new 
therapeutic agent. The latter is usually far 
more often castigated, but this does not 
mean that the ultra conservative position is 
the correct one. 

The question is often raised how psycho- 
therapy should be integrated with drug 
therapy from a technical point of view. 
This has to be approached in the same man- 
ner as other treatments based on the indi- 
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vidual symptomatology of the patient. 
Nevertheless some general comments can 
be made. Mistakes are often made in the 
treatment of these patients in that the drug 
therapy is entrusted to one physician and 
the psychotherapy is done by another. The 
handling of the patient by two therapists 
who do not fully coordinate these therapies 
confuses the patient and does not provide 
him with help. It is rather common that 
the patient tries to “trap” his therapists 
into complicating statements, interpreta- 
tions and recommendations. This, of course, 
interferes seriously with therapy. I do not 
believe that the treatment of a patient can 
be entrusted, so to say, to a committee. I 
strongly feel that it is preferable if the drug 
therapy and the psychotherapy are in the 
hands of one person to avoid the above- 
mentioned difficulties. In addition the ef- 
fect of the drug on the patient and the pa- 
tient’s comments on drug action are very 
important in psychotherapy. The therapist 
prescribing the drug is then constantly 
aware of the subtle emotional response of 
the patient. I do not feel that combining 
drug therapy with psychotherapy is very 
difficult provided the therapist acquires a 
certain amount of working knowledge on 
the action of these drugs. Usually drugs can 
be given in amounts which will control the 
distress and anxiety of the patient. It should 
not be given in such amounts that the pa- 
tient’s anxiety and tension are completely 
eliminated. At times the patient will bring 
up some discussion about the drug and its 
effects, but in my experience this is only 
in the beginning of the treatment or per- 
haps when a change of medication is pre- 
scribed. 

The use of drugs in psychoneurotic 
patients may encounter difficulties if side 
effects on a physical or mental level appear 
which may affect the treatment. I believe 
that this is one of the reasons why some 
psychiatrists do not like to employ drugs in 
conjunction with psychotherapy. However, 


it must be considered that patients with 
deep rooted anxiety do not respond to 
therapy quickly and some of them are 
treated for a long time unsuccessfully. I 
believe that the patient’s faith in the treat- 
ment and in the therapist also becomes 
impaired and in my observations this im- 
pairment in a therapeutic relationship is 
far worse than if the patient develops side 
effects from a drug which in most instances 
can be controlled quickly by reducing the 
dosage or by changing the medication. In 
addition to the physical complications that 
some of these drugs can produce we should 
be aware that there are also psychic side 
effects. For instance, some of the patients 
develop feelings of depersonalization, feel- 
ings of lethargy and weakness, and in some 
patients on higher dosages a sensation of 
restlessness appears. However, all these 
feelings disappear rapidly when the dosage 
is reduced. These complications can be 
readily observed if the patient has regular 
psychotherapeutic sessions and I do not 
believe that these complications should be 
overemphasized or made to appear as too 
complicated and difficult to handle to ra- 
tionalize the position that no drugs should 
be used in conjunction with psychotherapy. 


SUMMARY 


In summary, | feel there are those cases 
where drugs can be effectively combined 
with psychotherapy without detriment to 
the treatment situation. In fact very often 
therapy is enhanced if such an integrated 
approach is used with these patients. Gen- 
eralizations of do’s and don'ts are not 
applicable. Each patient is a problem in 
himself. The decision of whether or not to 
use drugs in connection with psychotherapy 
should be based on well-conceived clinical 
judgment. More attention must be paid to 
such integrated treatment by experts in the 
field of psychotherapy than has been until 
recently. 
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SERUM TOXICITY IN VARIOUS PSYCHIATRIC DISORDERS ' 


JOSEPH WORTIS, M.D.* 


INTRODUCTION 


Some years ago I became interested in 
the effect of blood and serum on brain 
oxidations because blood _ transfusions 
seemed to revive patients in irreversible 
insulin coma. In work published in 1944 
I reported that the addition of a small 
amount of serum (0.25 cc.) to the Krebs- 
Ringer phosphate glucose solution in a 
Barcroft-Warburg manometer served to 
maintain oxidations at a linear rate for as 
long as 12 hours. Without the addition of 
the serum, oxidative activity lapsed at about 
8 hours. Since recent literature has been 
suggesting the possibility that the serum in 
both phenylketonuria and in schizophrenia 
might be toxic, the present experiments 
were initiated to determine what effect 
serum drawn from various patient groups 
might have on brain oxidative activity. 


METHOD 


Fresh minced rat brain from 250 gm. 
white rats was immersed in 2 cc. of Krebs- 
Ringer phosphate solution containing 200 
mgm.% of glucose buffered at Ph 7.38, to 
which 1 cc. of serum was added. The oxy- 
gen uptake at the end of a 2-hour period 
was measured and calculated on the basis 
of mm.3 O, per mg. of tissue net weight. 
Ph readings at the end of the run were 
almost invariably 8.1 to 8.4, due no doubt 
to loss of CO, from the serum. Since the 
oxidative activity of brain slices, unlike 
suspensions, is not affected by Ph changes 
of this range, it is likely the minced brain 
was similarly unaffected. At any rate, since 
this was a constant factor in all experiments, 
the possible depressant effect of this Ph 
shift on respiratory activity does not im- 
pair the comparative significance of the 
values. The control sera were recruited from 
a miscellany of cases, including serum 
specimens taken for pre-marital serological 


1 Presented before the Society of Biological Psy- 
chiatry, San Francisco, Calif., May 11, 1958. 

2From the Division of Pediatric Psychiatry, De- 
partment of Pediatrics, Jewish Hospital of Brooklyn. 
This work was supported by the M. J. Solomon Re- 
search Fund and by an Anonymous Donor. 


study, casual specimens sent to the bio- 
chemistry laboratories from the general 
hospital or surgical ward, and from cases 
of psychopathy, neuroses, conduct dis- 
orders, reading disability, epilepsy, de- 
linquency, and chronic brain syndrome. 
Though the sera for pre-marital testing had 
been inactivated at 56° C. for 30 minutes, 
no differences were found between these 
and other casual specimens, and no dif- 
ferences were found between children and 
adults, so that all of these together com- 
prised the control group. Specimens from 
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SERUM TOXICITY IN VARIOUS PSYCHIATRIC DISORDERS 


other psychiatric patients were secured 
from the Brooklyn State Hospital, Kings 
County Psychiatric Hospital, Willowbrook 
State School, and Letchworth Village.* 
Most specimens were refrigerated several 
days before use. Almost all schizophrenic 
subjects were adult; two-thirds of the 
mongoloid and phenylketonuric cases 
were adult. Unless the quantity of serum 
allowed at least 2 samples to be tested 
with good correspondence in the results, 
the data were not used; most data are 
based on the average of 3 specimens 
checked against 2 thermobarometers. In a 
few instances only 2 of the 3 manometer 
readings were averaged, if the 3rd manom- 
eter reading varied beyond 33% of the 
average of the other two, so that a technical 
fault—such as a leak—could be reasonably 


suspected. 


ALCOHOLICS 


SCHIZOPHRENICS 


SCHIZOPHRENICS 


DisTRIBUTION OF VALUES FoR QO. UPTAKE FOR 
A Two Hour Periop, Usinc SERUM FROM 
Various Groups OF SuBJECTs. 


RESULTS 


No depressant effect was found with 
schizophrenic serum, though 5 of 6 cata- 
tonic patients had low values. Under 
chlorpromazine medication the values rose, 
especially in those patients receiving 100 
mg. or more per day. Alcoholics and mon- 
goloid subjects showed no change. A de- 
pressant effect on the oxidative rate was 
found when phenylketonuric serum was 


8 Thanks are due to Louis Schneider, the late Eric 
Brown, and Eugene Jackim for very helpful technical 
assistance. I would also like to express my apprecia- 
tion to Drs. Jervis, Jacobs, Engelhardt and Becken- 
stein, of Letchworth Village, Willowbrook, Kings 
County and Brooklyn State Hospitals for their friendly 
cooperation. 
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used, as shown in Figure 4. Phenylketonuric 
subjects taking chlorpromazine had some- 
what elevated values, and were excluded 
from the series. For the remaining phenyl- 
ketonuric group the mean oxygen uptake 
at the end of 2 hours was 3.5, with a 
standard deviation of .312. The mean and 
standard deviation for the control group 
were 3.7 and .427, respectively. The t value 
of the difference between the means is 
2.15 and this is statistically significant be- 
yond the .05 level. A similar depressant 
effect was found when 40 to 80 mg.% of 
DL-8-phenylalanine was added to normal 
serum, but other essential amino acids, 
such as L-tryptophane, DL-methionine, 
DL-threonine, L-lysine, and L-histidine all 
produced similar depressant effects in 
these concentrations.‘ 


DIscussION AND SUMMARY 


The serum of schizophrenic, alcoholic, 
and mongoloid patients had no inhibiting 
effect on the respiratory activity of surviv- 
ing rat brain. The serum of patients treated 
with chlorpromazine enhanced the respira- 
tory activity. A slight tendency to elevated 
values found in recently admitted schizo- 
phrenic adults who were not taking chlor- 
promazine may be due to prior medication 
before admission. Phenylketonuric serum 
depressed brain oxidations, though a similar 
effect was induced by racemic phenylala- 


4 Current work (E. Jackim and J. Wortis : unpub- 
lished data) indicates that only the D-phenylalanine 
exercises a depressant effect. Since only L-phenylala- 
nine is involved in these physiological derangements 
it is altogether unlikely that the depressant action of 
the serum is due merely to the presence of phenyl- 
alanine. 
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nine in concentrations above 40 mg.% as 
well as by other essential amino acids. It 
has been suggested that the depressant 
action of various amino acids may be due 
not to a direct effect of the amino acids, 
but to aldehyde formation. It has also been 


known for a long time that a number of 
toxic amines such as tyramine, phenylethy- 
lamine, mescalin, indole and skatol, all in- 
hibit brain oxidations. 

The observed phenomenon may explain 
the general depression of brain oxidations 
found in vivo in phenylketonuria by Him- 
wich and Fazekas. The low cerebral meta- 
bolic rate found in mongoloid children in 
vivo by these authors may be due to the 
brain pathology associated with the condi- 
tion. 
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CLINICAL FINDINGS IN THE USE OF TOFRANIL 
IN DEPRESSIVE AND OTHER PSYCHIATRIC STATES 


BENJAMIN POLLACK, M.D.! 


Roland Kuhn(1) of Zurich, Switzerland, 
reporting a large series of cases with prom- 
ising results in the use of Tofranil in the 
treatment of depressive states, has indicated 
that this drug is more or less a specific 
anti-depressive drug although not primarily 
a stimulant and not a monamine oxidase 
inhibitor. To date there has been no satis- 
factory replacement for electroshock ther- 
apy in the typical depressive state. The 
discovery of a drug which would be helpful 
in such conditions would be of paramount 
importance, and would permit more exten- 
sive treatment in the psychiatrist's office 
and avoid the necessity for hospitalization. 
The interest produced by iproniazid and 
other monamine oxidase inhibitors has 
furthered the research in this field in an 
attempt to elaborate a compound which 
would be free of dangerous complications. 

Tofranil(2), known also as imipramine 
and G 22355, is a recently synthesized psy- 
chotherapeutic agent which has now had 
fairly extensive trials in Europe and more 
recently in this country. The mode of action 
of this drug is not quite clear, except for its 
central nervous system action. It is, how- 
ever, not essentially a stimulant but in ex- 
ceedingly high doses in animals can cause 
tremors, rigidity and respiratory arrest. To 
do so it is necessary to use doses 20 to 30 
times the therapeutic dose used in clinical 
treatment. This drug produces only a slight 
potentiation of barbiturates and little or 
no hypothermic effect. In animals there is 
evidence of some anti-convulsive effect 
which protects against metrazol and electro- 
shock in animals when used in very high 
doses, but here again in humans electro- 
shock can be given readily with little or no 
change in the dose. It does not increase 
norepinephrine or serotonin in the brain 
and is not a monamine oxidase inhibitor. 
There are some slight peripheral anesthetic 
qualities and it may therefore produce 
some peripheral paresthesias or some slight 
anesthesia of the cornea. Forty percent is 
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excreted as 2 metabolites in the urine and 
less than 2% is excreted unchanged. It is 
rapidly absorbed and it likewise disappears 
from the body in 24 hours. The Forrest 
reagent test of the urine is negative. It has 
no influence on conditioned responses. 

Long-term observations with injections 
in animals of huge doses have not produced 
hematological or hepatic changes. The 
lethal dose in animals is estimated as some- 
where between 400 and 1200 mgs. per kilo 
which, of course, would far exceed the 
clinical dosage, so that there is a very wide 
margin of safety. It would appear that it 
is absorbed almost as rapidly orally as 
parenterally. It can be used both intramus- 
cularly and intravenously, but in the former 
it is quite irritating. 

Its formula resembles that of promazine 
in which the sulphur atom has been re- 
placed by a dimethyl chain. (Graph 1) 

The use of Tofranil was first begun at the 
Rochester State Hospital in September 
1958, 6 months ago. Since this was a new 
drug which had had few clinical trials 
in this country, an attempt was made to 
ascertain its usefulness by giving it not 
only to patients suffering from various de- 
pressions but to those who had a variety 
of other mental illnesses. Approximately 
273 patients are involved in the results. 
These patients consist of acute and chronic 
disorders. The drug was administered to 
practically every newly admitted patient 
who was suffering from depressive symp- 
toms without regard to the diagnosis. It 
was also used for various schizophrenic 
conditions and organic conditions, particu- 
larly where there were elements of anxiety 
or depression. The diagnoses of the treated 
cases are shown in Table 1. 

Treatment was given in various parts 
of the hospital, and this report is a compila- 
tion of the observations of many of the 
personnel from the various services. For 
the most part, the patients were treated 
with relatively low doses of 25 mgs. of 
Tofranil t.i.d., particularly in the acute 
cases and with 50 mgs. t.i.d. in the more 
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TABLE 1 
DIAGNOSIS 
Involutional Depression without agitation 25 
Involutional Depression with agitation 21 
Manic-Depression At 
Reactive Depression 
Organic Depression 
Psychoneurotic Depression 
Senile Depression 
Schizoaffective Depression 
Unspecified Depression 
Schizophrenia 
Alchoholism 
Other not Depressed 


Two-thirds of the treated patients were 

over 45 years of age (Table 2). 
TABLE 2 

Age Male Female Total 
15-24 1 7 8 
25-34 12 25 37 
35-44 15 28 43 
45-54 19 34 53 
55-64 25 32 57 
65 + 75 


273 


chronic cases. It was readily determined 
that there was a direct relationship between 
the dosage and the intensity and frequency 
of side effects. Side effects increased pro- 
portionately with age, and many were 
noted, particularly in patients 60 years of 


age and over. In the younger group rela- 
tively few side effects were noted. Except 
for dizziness, side effects were almost in- 
frequent in dosages of 75 mgs. and under, 
and more frequent in dosages between 75 
to 200 mgs. Most of the side effects were 
more annoying than dangerous and con- 
sisted of dryness of the mouth, perspiration, 
tremors, especially of the upper extremities, 
dizziness and occasional blurred vision, and 
in some patients some tendency to gastro- 
intestinal disturbances. Some patients com- 
plained of marked constipation, but in the 
author's experiences this was not as prom- 
inent a symptom as reported by other in- 
vestigators. Increased agitation occurred 
in a small number of patients. Because of 
this, certain of the treatment schedules 
included the use of both tranquilizers, such 
as Thorazine, and stimulants such as Rita- 
lin. With the combination of such drugs 
it is, of course, much more difficult to eval- 
uate the role of Tofranil. There did not 
appear to be any particular tendency to- 
ward hypotensive attacks with this drug, 
in spite of the complaints of dizziness 
which apparently are due to other causes 
as is vertigo. One serious side effect which 
has not been reported in the literature is 
the factor of sudden falls which occur 
apparently only in treated patients who 
are 60 or over. These are of a peculiar type 
in that the patient falls without any prior 
warning or previous episode of dizziness 
or vertigo. Because of this he may fall 
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suddenly as a dead weight with possible 
consequent injuries. Such falls occurred 
only in patients who were receiving To- 
franil in doses in excess of 75 mgs. per day, 
and were entirely abolished in dosages 
below this level. A further peculiarity is 
that the patients are amazed to find them- 
selves suddenly falling. There is no loss 
of consciousness nor do the falls appear to 
be due to hypotensive episodes as no partic- 
ular alteration in blood pressure can be 
seen in such individuals. Experimentally, 
it has been reported that Tofranil may 
upset the carotid sinus mechanism in ani- 
mals, and this may p*rhaps offer an explan- 
ation for such falls. It can be seen from 
Table 3 that dizziness and tremors consti- 


TABLE 3 
Side Effects Total Required 
Discontinuation 
Agitation 
Hypomanic 
Seizures in Epileptics 
Parkinsonism 
Dystonia 
Syncope 
Hypotension 
Palpitation 
Cardiovascular 
Tremor 
Diplopia 
Perspiration 
Dry Mucous Membranes 
Jaundice 
Photosensitization 
Dermatologic 
Constipation 
Excessive Weight Gain 
Urinary Frequency 
Nausea 
Dizziness 
Falls 
Insomnia 
Total patients with side effects—67 


to 


tuted the largest number of side effects. 
These, however, are seldom of sufficient 
severity to require discontinuing the med- 
ication since lowering the dosage, as a rule, 
will abolish these symptoms. The literature 
contains two reports of the occurrence of 
jaundice with the use of Tofranil. So far 
no cases of agranulocytosis has been re- 
ported. Unlike Marsilid, Tofranil does not 


cause states of euphoria which may reverse 
the depressive states into manic excite- 
ments. There is a greater tendency to a 
more normal type of feeling so that the 
patient does not feel stimulated or over- 
active. This is an important differential 
since it permits a patient to act with good 
judgment and to partake of social activities 
in an acceptable manner. 


CLINICAL RESULTS 


All research workers who used this drug 
initially were unanimous in the conclusion 
that, unlike many other psychopharmaco- 
logical agents, it specifically affects depres- 
sive conditions and has very little effect 
on paranoid states or disturbed behavior, 
particularly in schizophrenics. This initial 
impression is rather intriguing and a unique 
finding, and should be investigated more 
widely for a longer period of time. Since 
depressive states frequently have a natural 
tendency towards recovery, it is much more 
difficult to evaluate the results produced 
by Tofranil as compared to the results 
noted in the use of phenothiazines in schiz- 
ophrenics and allied conditions. It would, 
however, appear that proportionately a 
larger number of patients are improved 
clinically than could be anticipated with- 
out the drug and that such improvement 
occurs more rapidly. The specificity of the 
effect can also be demonstrated in that in 
early cases the patient will quickly relapse 
if the drug is removed since there. is very 
little storage of this drug in the body be- 
yond 24 hours. Its effect is much less spec- 
tacular than the results produced by ECT, 
but is much more acceptable to most pa- 
tients. It would appear evident that the 
greatest value of the drug is in conditions 
of pure retarded depression which are un- 
associated with somatic complaints, agi- 
tation or paranoid tendencies. The greater 
frequency or intensity of such symptoms 
accompanying the depression will, as a 
rule, lessen the therapeutic benefits of To- 
franil. However, it seems to be almost 
impossible to point with any degree of con- 
sistency to certain target symptoms which 
are affected most promptly and effectively 
by this medication. Endogenous depressions 
appear to do well and a number of agitated 
depressions respond quite well. However, 


eer 
= 


1959 ] 


BENJAMIN POLLACK 


315 


in some it often is necessary to use certain 
other drugs such as Thorazine or Ritalin. 
Tofranil appears to remove the depressive 
elements and to free anxiety which requires 
control by tranquilizers. These are best 
given at night in a single dose, to promote 
sleep and to avoid lethargy or drowsiness 
during the daytime. When the drug is ef- 
fective, results may be seen as early as the 
first or second day and usually within a 
week. Occasionally little effect will be 
noted for 2 or 3 weeks. One articulate, 
intelligent patient who had had much ex- 
perience with the effects of other drugs 
stated in speaking of Tofranil that its 
effect is “sneaky ; without realizing it you 
suddenly find yourself doing and enjoying 
things which you were too tired to do the 
day before.” There is no dramatic change 
but many of the patients state that they feel 
normal or that they feel good. There ap- 
pears to be a general release of the depres- 
sive attitudes even though at the same 
time some patients may continue to talk 
of various feelings of guilt or sinfulness. 
In this connection the drug may relax the 
patient sufficiently so that they are more 
responsive and available for concomitant 
psychotherapy. They gradually become 
more remote or detached from their thought 
content with subsequent improvement in 
affect. The drug was used in association 
with ECT without any particular increase 
in side effects or complications. It appeared 
to be also effective in recurrent depression 
which previously had been treated by elec- 
troshock. It was found that the use of 
Tofranil in such cases diminished the fre- 
quency of relapses. 

The drug was also used on 60 schizo- 
phrenics, many of whom had depressions 
associated with paranoid ideas. Others 
were catatonics or withdrawn or mute. It 
was quickly evident that Tofranil was not 
of great value in schizophrenics and in 
fact in many cases was contraindicated be- 
cause at least half of them became worse. 
It would appear that a compensated par- 
anoid schizophrenic who is given this drug 
may be relieved of depression or anxiety, 
but the paranoid elements become exag- 
gerated. Such patients became much more 
disturbed, suspicious, hostile and aggres- 
sive. 


An example of this reaction was a male 
patient who prior to treatment had been 
somewhat surly and inappropriate, hostile, 
suspicious, occasionally defiant, but on the 
whole able to control his symptoms and in 
general quite cooperative. He received 100 
mgm. of Tofranil and within a week became 
restless, agitated, sullen, argumentative, 
combative and unable to control the symp- 
toms or the emotional state which pre- 
viously was held under some degree of 
control. 

A number of depressions in arterioscle- 
rotics and seniles were treated with rather 
impressive results. In about 50% to 65% of 
the patients the depression cleared or be- 
came ameliorated. The organic symptoms 
of confusion and disorientation, of course 
were not affected. It must be realized, how- 
ever, that there are many patients in the 
older age group who develop depression 
without precipitating organic etiology. This 
type appears to respond quite well to the 
use of this drug. 

It must again be emphasized that in the 
older person the drug should not be used 
in large doses, an effective dose usually 
varying between 25 and 75 mgm. 

The results of treatment cre briefly sum- 
marized in Tables 4-7. On the reception 
service most of the patients treated were 
either readmissions or acute admissions and 
most of them were suffering from an invo- 
lutional psychosis, a manic-depressive de- 
pression or an acute psychoneurosis. There 
were also a few depressions associated with 
psychosis with cerebral arteriosclerosis. 


TABLE 4 
DEPRESSIONS, 
FEMALE RECEPTION SERVICE 
(ALL TREATED PATIENTs ) 

Recovered 0 
Much Improved 30% 
Improved 
Unimproved 
Worse 


TABLE 5 
SCHIZOPHRENIAS 
Recovered 
Much Improved 
Improved 
Unimproved 
Worse 
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TABLE 6 

DEPRESSION IN 57 CASES OF 

CAS—SENILE OR ORGANIC 
Recovered 0 
Much Improved 28% 
Improved 40% 
Unimproved 20% 
Worse 12% 


A group of seniles or arteriosclerotic pa- 
tients were selected from a chronic area 
for treatment for a single symptom which 
they commonly displayed, namely depres- 
sion. For the 57 in this group, the results 
are shown in Table 6. 

It is, of course realized that the results 
quoted in this group are based upon the 
improvement in only one symptom, namely 
depression. 

These tables vividly display the speci- 
ficity of this drug in treatment and indicate 
why it has been labelled by many research 
workers as an anti-depressive drug which 
produces promptly or gradually a change 
in the depressive state. Some patients fail 
to respond to treatment and show no im- 
provement in their depression and it seems 
impossible to determine the difference 
among patients since they apparently dis- 
play the same type of symptom. No study 
was made of the environmental situations 
or previous personality patterns. Table 7 
includes a number of private patients seen 
in office practice by some of the psychia- 
trists participating in this study. 

There are sufficient indications, however, 


that Tofranil is a useful drug and that 


somewhere between 50% and 70% of patients 
displaying depressive symptoms will im- 
prove. Where no improvement occurred, 
a tranquilizer, usually chlorpromazine, and 
a stimulant, usually Ritalin, were added to 
the treatment schedule. This combined 
form of treatment resulted in 10% higher 
improvement rate than when Tofranil was 
used alone. When the depression failed to 
clear adequately or to sufficient degree, an 
occasional electric shock was given in con- 
junction with the use of Tofranil. Indica- 
tions are that the addition of Tofranil to 
such therapy will reduce the relapse rate 
and permit a more stable course. The use 
of this drug has reduced the need for ECT 
to almost the vanishing point, except for 
an occasional concurrent shock treatment. 

Of the patients treated who are now out 
of the hospital, (approximately 50) the 
vast majority of pure depressive states were 
released from the hospital within one or 
two months. It is interesting to note that 
some of these include patients who failed 
to respond to electric shock previously or 
whose improvement lasted for only a short 
period of time. 

SUMMARY 


1. Preliminary observation would indi- 
cate that Tofranil is a useful drug in the 
treatment of depressive states. It is not a 
tranquilizer and, therefore, is of little value 
in other conditions. It is a promising drug 
which can be used as an anti-depressant. 
However, its indication and scope must be 
studied for a longer period to determine 
what symptoms respond best to it. 


TABLE 7 


REsuLts OF TOFRANIL THERAPY IN 273 ACUTE AND CHRONIC PATIENTS 


Diagnosis 


All treated patients 

Involutional Depression 

(a) Without Agitation 

(b) With Agitation 

(c) Combined with Chlorpromazine 


(d) Combined with Chlorpromazine and Ritalin 8% 


Manic-Depressive 

Reactive Depression 

Organic and Senile Depression 
Psychoneurotic Depression 
Schizophrenia 


Unimproved 
or worse 


28% 
26% 
25% 
27% 
19% 
23% 
13% 17% 

7% 21% 
14% 30% 
14% 27% 
24% 62% 


Much 


Improved Improved 


16% 
16% 
17% 
13% 
18% 
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2. The effect of Tofranil in many patients 
can be increased by the concomitant use 
of a tranquilizer or a stimulant. In a num- 
ber of patients Tofranil, by removing the 
depressive elements, frees and exaggerates 
anxiety. 

3. It can be used in combination with 
electric shock or after electric shock as a 
maintenance dose. 

4. It is of little value in the treatment of 
schizophrenics and in paranoid types may 
often aggravate the condition and break 
down an unstable equilibrium to which the 
patient has become adjusted. 

5. The combined use of Tofranil and a 
tranquilizer is helpful in certain psycho- 
neurotic states, associated with anxiety or 
with reactive depressions. 

6. It is of value in the treatment of de- 
pressions occurring in the older age group. 

7. High doses are unnecessary and the 
effective range is somewhere between 75 
and 150 mgm. per day. 


8. For the most part, side effects are 
minimal, particularly in the younger age 
group. As one approaches the older age 
group, the frequency of such side effects 
increases, but usually they are more un- 
comfortable than serious. In patients over 
60 there may be a tendency to sudden falls 
which occur without warning. It is recom- 
mended that in older patients the dosage 
be limited to 75 mgm. or le: 

9. Side effects can usually be reduced 
in frequency or intensity by a reduction 
in the dosage. 

10. Long-term use of the drug is ap- 
parently necessary as patients may relapse, 
at least in the early stages when the drug 
is prematurely removed. Since the drug is 
rapidly excreted, it is necessary to give 
the medication 3 times a day. 
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EFFECT OF TRIFLUOPERAZINE ON AUDITORY 
HALLUCINATIONS IN SCHIZOPHRENICS 


WALTER KRUSE, M.D.' 


Five years’ experience with neuroleptic 
therapy has convinced us beyond any 
reasonable doubt that these drugs are ef- 
fective. Yet, their mode of action is still 
essentially unknown. We believe that one 
way to a better understanding of the 
therapeutic process in modern drug treat- 
ment is the detailed study of psycho- 
pathological observations made in patients 
that receive the new medications. Tri- 
fluoperazine,? in our experience, has been 
the most powerful drug available for treat- 
ment of chronic and acute schizophrenics. 
For this reason it appeared to be particular- 
ly suitable for the present study. 

Before we report our findings an attempt 
will be made to summarize what is known 
about the effect of the various somatic 
therapies on auditory hallucinations. The 
scarcity of such reports is indeed deplor- 
able. 

Dussik(1) found in insulin-treated pa- 


tients that the auditory hallucinations would 
first become softer and more distant, then 
less obtrusive and less important, and 
finally they would disappear altogether. In 
his discussion of insulin-treated patients, 
Kalinowsky(2) states : 


Delusions and hallucinations are usually the 
first to yield. It is important to note that im- 
provement appears first in a reduction of the 
emotional charge behind the delusions and 
hallucinations ; their dominance or obsessive- 
ness is diminished. With the reduction of the 
emotional charge, the feeling of reality of the 
delusions and hallucinations is reduced. Many 
patients report that the hallucinations become 
fainter, the voices are less insistent or sound 
further away and indistinct. 


In regard to psychosurgery, the state- 
ments found in the literature are rather 
conflicting. Stengel(3) reported that hal- 
lucinations were unchanged in 117 out of 
154 cases. On the other hand, Freeman 
and Watts(4) found that the hallucinations 


1 Chief of Female Service, Danvers State Hospital, 
Hathorne, Mass. 

2 Trifluoperazine was provided for this study as 
“Stelazine’’ by Smith, Kline and French Laboratories 
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disappeared in 18 out of 19 cases. Kalinow- 
sky(2) summarizes his own experiences as 
follows : 


We have seen that during the immediate post- 
operative period, delusions and hallucinations 
disappear temporarily with more extensive 
operations such as standard lobotomies, and 
for an even shorter time or not at all after such 
relatively minor procedures as topectomy. 
When they presently reappear, however, they 
usually do not regain their earlier importance 
to the patient. He hardly talks about them 
spontaneously, and does not act on them. He 
loses interest in them progressively, and after 
several years they may disappear for good. 


Kielholz(5) in his report on treatment 
with chlorpromazine, histamine and insulin, 
found that gradually the hallucinatory ex- 
periences disappeared from the foreground 
and could be influenced by reasoning with 
the patient. Sometimes the hallucinations 
stopped rather abruptly. 

Feldman(6) studied a group of 119 pa- 
tients treated with chlorpromazine and 
found 30.5% markedly improved, 27.5% 
moderately improved, and 21% slightly im- 
proved. Unfortunately, no information is 
given about the kind of improvement and 
the criteria for classifying a case into one 
of the 3 categories. In a subsequent study 
on trifluoperazine, Feldman(7) found “sig- 
nificant improvement” in 75% of his patients 
compared with 58% in chlorpromazine 
treatment. 

Our study is based on 60 female schizo- 
phrenics in whom auditory hallucinations 
was a conspicuous symptom. They were 
treated with an average dosage of 40 mg. 
of trifluoperazine. The usual starting dose 
was 15 mg. daily, given orally in divided 
doses ; the dosage was gradually increased 
according to the response noted. The lowest 
dosage given was 20 mg. daily ; the highest, 
80 mg. For the purpose of evaluating the 
effect of trifluoperazine we used the 4 main 
characteristics of hallucinations mentioned 
by E. Bleuler(8) : intensity, distinctness, 
projection, and reality value. We added a 
fifth criterion : frequency of the hallucina- 
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tory experiences. Duration of this study 
was 3 months. Patients were interviewed by 
the author in an informal way once or 
twice weekly during this time. Leading 
questions were carefully avoided. Fre- 
quently the patients would mention spon- 
taneously the changes that they had 
noticed. 

At the end of 3 months the auditory 
hallucinations had stopped completely in 
39 out of 60 cases. In addition, improve- 
ment was noted in the attitudes and be- 
havior of most of the patients. They became 
more friendly and cooperative and showed 
renewed interest in ward activities. Table 
1 shows the changes observed in the pa- 
tients’ hallucinations. 


Discussion 


Frequency was the first criterion that 
responded to treatment, and a reduction 
of frequency occurred in all patients. In 12 
cases the change was noticeable within 24 
hours of the start of treatment, and the 
end result was practically reached within 
the first 3 weeks. The 39 cases that showed 
complete arrest of auditory hallucinations 
did so before the fourth week of treatment, 
and about one third of them had been 
subject to very frequent hallucinations al- 
most continuously for several months or 
even years. At the termination of the study 
17 patients experienced their hallucinations 
only before going to sleep. 

Intensity: Here again we saw a rapid 
decrease within the first week, and only 8 
patients reported any changes after the 
first month. It seemed impractical to dif- 
ferentiate between moderately and greatly 


diminished intensity. Voices that had not 
been overly loud were reduced to a whis- 
per, very loud voices were reduced to a 
normal conversational tone and finally to 
a barely audible whisper. 

Distinctness : The change occurred here 
somewhat later than in the previous two 
categories, but only 18 patients reported 
any change after the first month. In a typi- 
cal case of the “moderately diminished” 
group the patient reported that the voices 
had become somewhat vague and unclear ; 
only part of the words could be understood, 
but the general meaning was still clear. 
Three patients no longer referred to their 
“voices” but described their experiences as 
“vivid thoughts” or just “thoughts.” One 
patient finally perceived only a confused 
incomprehensible murmur. These 4 cases 
were classified as “greatly diminished dis- 
tinctness” since the distinctness of their 
hallucinations had previously been very 
high. Of the 39 patients who no longer 
had any auditory hallucinations, 21 had 
previously been subject to very distinct 
hallucinatory experiences. 

Reality Value : Before treatment, 20 pa- 
tients had occasionally expressed doubt 
about the reality of their hallucinations, 
and 40 were fully convinced that they were 
real. All of the former showed complete 
arrest of hallucinations at the end of the 
study. Of the latter, only 3 patients re- 
mained fully convinced of the reality, 5 
expressed doubt, 13 conceded that they 
were probably not real and called their ex- 
periences “imaginations,” and 19 were no 
longer hallucinated. 

Projection: In 4 of the patients who 


TABLE 1 


EFFEectT OF TRIFLUOPERAZINE ON AupITORY HALLUCINATIONS 


Halluc. 
stopped 


Greatl 


diminished 


Not 


Moderately 
diminished 


diminished 


Frequency 39 


Intensity 39 


Distinctness 39 


~ Reality Value 39 13 


Change from 


without 


Change from 
without 
to within 
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were completely relieved from auditory 
hallucinations, we saw a change from with- 
out to within (usually inside the head or 
ear) before the hallucinations were finally 
arrested. Thirty-five patients did not notice 
or report any change of projection before 
total stop. Two reported a change from 
without to within but continued to be hal- 
lucinated at the end of the study. 

One patient who had formerly locaiized 
the voice within her stomach told us 3 
weeks after being placed on trifluoperazine 
that the voice was now coming out of the 
wall where she thought a radio-telephone 
was hidden. Six patients showed other 
changes: two who had been subject to 
very unpleasant and disturbing auditory 
hallucinations which they thought origi- 
nated only a few inches away from their 
ears reported now that the voices came out 
of the next room, or the room above. Four 
patients who continued to hear voices 
throughout the study, told us that the 
voices were now coming from a very great 
distance ; they were unable to say from 
which direction, but the voices were fairly 
loud and very clear. 

According to Gruhle(9), a patient who 
localizes the voice in his head commits an 
act of judgment rather than experiencing 
an immediate topical perception. In our 
study no patient had localized the voice in 
her head before treatment, and only 6 did 
so during the course of trifluoperazine 
therapy, in spite of the fact that the great 
majority of our patients developed good 
insight and judgment during treatment. 

E. Bleuler’s statement(8) that the 4 
main characteristics of hallucinations are 
entirely independent of each other was 
confirmed by our observations. Some pa- 
tients had infrequent, barely audible and 
very indistinct hallucinations that were 
characterized by high reality value. There 
were very intense and distinct hallucina- 
tions with little or no reality value, and 
there were intense but indistinct hallucina- 
tions. While trifluoperazine did affect all 
of these characteristics in the overwhelm- 
ing majority of our patients, the various 
characteristics were affected not always at 
the same time or to the same degree. Dis- 
tinctness and projection appeared to be 


the characteristics that were less frequently 
influenced than the others. 

In comparing our results with those ob- 
tained in insulin coma therapy, we find 
many similarities. Surprising, however, is 
the lack of uniformity in response, and the 
large number of rather abrupt arrests of 
hallucinations without the easier to under- 
stand step-by-step reduction usually seen 
in insulin patients. 

In an earlier paper(10) we referred to 
the significance of the extrapyramidal 
syndrome in neuroleptic therapy. Although 
these extrapyramidal symptoms frequently 
accompany therapy with trifluoperazine, 
they respond well to antiparkinsonian 
agents and do not prevent a favorable 
therapeutic response. At first glance, it 
seems unlikely that trifluoperazine’s marked 
effect on auditory hallucinations is in any 
way related to its very pronounced effect 
on the extrapyramidal system. But at least 
one possible connection might be con- 
sidered. Hallucinations are “false sense 
perceptions” and they do have certain 
qualities in common with real sense per- 
ceptions. Schilder’s experiments(11) have 
shown us that they react, for example, to 
vestibular irritation in a way similar to 
perceptions. A few years ago, Jacob(12) 
published a monograph on altered percep- 
tion in extrapyramidal disorders. He found 
frequent and typical disturbances of per- 
ception in his patients, and this is not at 
all surprising if one remembers (as the 
Gestalt psychologists have stressed again 
and again) that the perceptive process is a 
continuous interplay between motor and 
sensory factors. 

Movement and perception cannot be 
separated. Movement is a necessary condi- 
tion for perception. It is conceivable that 
trifluoperazine’s striking effect on auditory 
hallucinations has something to do with 
the motor component of the disturbed per- 
ceptive process in these patients. 
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CURRENT PROBLEMS IN DYNAMIC PSYCHOTHERAPY 
IN ITS RELATIONSHIP TO PSYCHOANALYSIS * 


FRANZ ALEXANDER, M.D.? 


The current trend toward applying psy- 
chodynamic reasoning to psychotherapy 
which in certain respects differs from the 
standardized form of psychoanalytic treat- 
ment is one of the most signficant develop- 
ments in psychiatry. Freud foresaw this 
development in his often quoted statement 
in which he compared psychoanalysis with 
gold and other psychotherapeutic pro- 
cedures with its alloys. This unmistakably 
implies a value judgment, and permits 
certain reflections concerning the under- 
lying reasoning. It obviously stems from 
Freud's conviction that the aims of psycho- 
analytic treatment and research run paral- 
lel. Psychoanalysis aims at the genetic 
understanding of the patient’s complaints. 
According to Freud, insight into these 
origins is the primary therapeutic agent. 
Etiological research and psychoanalysis ac- 
cordingly have the same objective: to 
understand the origins of a disease. Refer- 
ring to psychotherapy, Freud obviously 
meant that the latter was not an attempt to 
penetrate into the early determinants of 
the patient’s current complaints. It tries 
to alleviate them with procedures which 
are not etiologically oriented, at least not 
to the same degree as classical analysis. In 
it the pure gold of etiological understanding 
is mixed with less valuable practical ob- 
jectives. 

There is growing doubt among many 
experienced analysts concerning such a 
complete parallelism between the aims of 
genetic rcsearch and psychoanalytic thera- 
py. Freud’s parallelity statement is only 
approximately true. It was, however, a 
most fortunate position at the time when 
Freud pronounced it. It was a logical out- 
come of his conviction that in order to 
cure a disease one must understand its 
causes. Therefore, his first interest was in 
understanding the nature and the origins 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
April 27-May 1, 1959. 

2Mt. Sinai Hosp., 8720 Beverly Blvd., Los An- 
geles 48, Calif. 
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of neurotic illness. This was the first in- 
dispensable step towards attempting to cure 
it. To this basic conviction of Freud we 
owe the development of his personality 
theory, of psychodynamics as a basic sci- 
ence of psychiatry and of all disciplines 
which are concerned with man as a social 
being. It replaced the hit and miss type of 
psychotherapy, which lacked any sound 
theoretical foundation and an etiologically 
oriented treatment. 

It was indeed fortunate that for a long 
time the theoretical interest in etiology 
outweighed therapeutic ambitions. Freud, 
according to his own testimony, never was 
a therapeutic enthusiast. His overwhelming 
curiosity to understand the genetic back- 
ground of his patient’s problems is clearly 
reflected in his earliest technical recom- 
mendations, which stressed the significance 
of insight. 

The first serious challenge to the thesis 
that the patient’s own genetic understand- 
ing of his neurosis is the primary thera- 
peutic factor occurred when the transfer- 
ence phenomenon was discovered. Freud 
then proclaimed that the patient, in order 
to be cured must not only understand his 
neurotic past, but re-experience it in rela- 
tion to the therapist. Emotional re-living 
of the past, in addition to insight, now took 
an important place in the theory of the 
therapeutic process. 

The relation of the emotional re-living 
of the past to intellectual insight is still an 
open question. Freud never changed his 
view that remembering of repressed trau- 
matic situations is the ultimate goal. Only 
remembering those early events in which 
the neurotic patterns originated enables 
the patient to terminate their compulsive 
repetition in the transference and in his 
life. Ferenczi and Rank challenged this 
theory and maintained that re-experiencing 
during treatment of previous dynamic pat- 
terns alone without remembering the 
original events in which they originated, 
permits the patient to recognize their past 
determined nature and exchange them 
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with attitudes appropriate to the present. 
This view was rejected by most analysts as 
well as by Freud, although it was never 
subjected to a detached empirical evalua- 
tion. This emphasis on emotional experi- 
ence by no means questioned the postulate 
that the therapist must understand the 
genetic background at least intuitively, but 
preferably consciously, in order to conduct 
the treatment effectively. 

In a series of writings I revived this old 
unsettled issue by pointing out that the 
repeating of the old interpersonal reaction 
patterns during treatment constitutes a cor- 
rective experience, because they are re- 
peated towards the therapist who does not 
behave in the same way as those original 
objects behaved towards whom the patient's 
original pattern were directed(1, 2, 3, 4). I 
emphasized, as did other psychoanalysts, 
that neurotic reactions do not develop in a 
vacuum, but are the child’s unsuccessful 
adaptive reactions to environmental in- 
fluences. The repetition of old patterns in a 
new setting, to which they do not fit, serves 
as a challenge to the patient’s ego for 
readjustment, to exchange old patterns with 
new appropriate ones. One of the ego's 
basic functions is the constant readjustment 
of behavior to the everchanging external 
and internal situations. The neurotic ego 
lost this flexibility and remains fixated or 
easily reverts to old modes of feeling, think- 
ing and acting. The transference situation 
is a unique experience, inasmuch as the 
therapist’s behavior is different from that 
of the original significant persons in the 
patient’s past life, but it also differs from 
the behavior of other persons who react 
to the patient's fixed behavior patterns and 
mostly reinforce them. The therapist’s un- 
involvement mobilizes the ego’s basic func- 
tion to attempt a new appropriate adjust- 
ment. 

It is obvious that from this perspective 
the cognitive act, namely the intellectual 
recognition of the difference between past 
and present is secondary to the actual ex- 
periencing this difference in interacting 
with the therapist. In this view the empha- 
sis shifts from insight to experience, al- 
though the role of insight as a secondary 
but often powerful consolidating factor is 
by no means denied. This emphasis on 


emotional experience has been earlier made 
by others, particularly Aichorn in his treat- 
ment of delinquent youth. The therapist's 
permissive, yet uninvolved, behavior is per- 
ceived by the patient as a quite novel 
experience, and induces him to change his 
own responses. The old controversy be- 
tween Plato's and Aristotle’s learning theory 
—learning through logical insight versus 
learning through practice—is revived in this 
current argument. It appears to me that we 
deal here not with a question to which the 
answer is either/or. Both principles—ex- 
perience and insight—are operative in every 
form of learning, also in the specific form 
of re-education we call psychoanalysis, and, 
if I may add, also in dynamic psycho- 
therapy. If some analysts choose to call this 
new emphasis on emotional experience a 
dilution of the true concepts of the classi- 
cal theory, | can only answer them that 
the phenomena in nature seldom can be 
understood from one single principle. Even 
the phenomenon of radiation could not be 
adequately described by the undulatory 
theory alone and required the revival of 
the older corpuscular theory. Certain as- 
pects of radiation require the undulatory, 
other aspects of it the corpuscular theory. 
The emphasis on the emotional events dur- 
ing treatment may dilute the purity of the 
single-minded emphasis on insight, but only 
the two together do adequately describe 
the actual therapeutic process. 

Here is the point where the aims of 
etiological research and treatment begin 
to diverge. As long as insight into the 
origins of the disease were considered as 
the principle therapeutic factor, the aim of 
genetic research and psychoanalytic treat- 
ment indeed coincided. The stress on 
emotional experience alters the absolute 
validity of this contention. It is quite pos- 
sible that by focussing attention upon the 
emotional interaction between therapist and 
patient, the cognitive reconstruction of past 
events will lose its primary significance, 
although I believe that in many treatments 
this will always remain a potent factor. 
At present it would appear to me that in- 
tellectual insight mostly follows rather than 
precedes corrective emotional experiences. 
It is made possible by the latter. Bluntly 
stated, profound therapeutic results may 
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arise from merely corrective experiences 
even if they are not followed by the revival 
of repressed memories. Cognitive recon- 
structions alone never have penetrating 
therapeutic effect. The appearance of re- 
pressed memories is the sign rather than 
the cause of an emotional change which has 
already taken place. 

This is the crucial point where dynamic 
psychotherapy and classical psychoanalysis 
merge. The creation of an appropriate in- 
terpersonal climate which fosters that type 
of emotional experiences which induce the 
ego to replace old patterns with new ones 
is the predominant factor in all dynamic 
psychotherapies, including psychoanalysis. 
Our current studies in the Mt. Sinai Hos- 
pital, in which we observe the therapeutic 
interaction between therapist and patient, 
both in psychoanalysis and psychotherapy, 
convinced our research team that the cog- 
nitive and emotional events can only be 
artificially separated. Moreover, it is be- 
coming clear to us that the influence of the 
individuality of the therapist is a crucial, 
although yet almost completely unexplored, 
factor. 

According to the blank screen model of 
the classical theory, the analyst functions 
incognito as a neutral intellect who masters 
the psychoanalytic theory. This concept is 
being amended by growing consideration 
paid to the analyst's countertransference 
reactions as a significant factor in the thera- 
peutic process. A further crucial question 
is how much, apart from his specific coun- 
tertransference reactions, the therapist as a 
distinct individual enters into the thera- 
peutic process. Or, in other words, would 
the course of the treatment be the same 
if the patient were treated by a different 
analyst with the same theoretical orienta- 
tion and practical experience, but having 
a different personality—for example, had the 
patient been treated by a woman instead 
of by a man, by a younger man instead of 
an older man, by a reserved rather than an 
outgoing personality. How are the specific 
personality features of the therapist, includ- 
ing his own value systems, perceived by the 
patient even if the analyst tries to keep his 
incognito, and how does all this influence, 
if at all, the transference and the whole 
course of the treatment ? 


These and many other vital questions are 
today unanswered, What seems to be cer- 
tain is that the patient does not perceive 
the analyst only as an abstract intellect, 
but as a distinct person. This fact must be 
included in an adequate theory of the 
therapeutic process. 

It also appears to be certain that the 
emotional and the cognitive factors are 
organically connected. This fundamental 
fact makes the efforts to divide psycho- 
therapeutic procedures, including psycho- 
analysis, into rigid categories, both artificial 
and futile. Knight lucidly expressed this 
view in 1949 in emphasizing that fundamen- 
tally there is only one psychotherapy which 
“must rest on a basic science of dynamic 
psychotherapy”(5). The patient’s condition 
and the spontaneous course of the thera- 
peutic process, and not our own precon- 
ceived artificial categories, prescribe our 
activities and interventions. Even emotional 
support alone may introduce spontaneous 
insight by decreasing anxiety which inter- 
feres with insight. In fact, I suspect that 
the supportive effect of the psychoanalytic 
process has been not sufficiently recognized 
as one of the main factors favoring both 
insight and the emergence of new emotion- 
al patterns. Quite rapid puzzling transfer- 
ence cures may find their explanation 
precisely in this circumstance: the emo- 
tional support which the patient derives 
from the treatment situation may restore 
the ego’s temporarily impaired integrative 
capacity, and thus introduce a spontaneous 
healing process. 

This view, if it is valid, unavoidably must 
have an effect upon our training practices. 
Knight’s tersely stated principle did not 
yet affect our educational policies suf- 
ficiently. Psychoanalysis and dynamic psy- 
chotherapy can only be taught and prac- 
ticed together as one comprehensive field. 
To implement this principle is extremely 
difficult at present because of our tradition- 
al customs and status considerations, and 
above all because of the current trend in 
all aspects of our civilization towards or- 
ganization and standardization. 

Our field is too young to be allowed to 
be frozen prematurely by this organiza- 
tional fervor, which demands clear cut, 
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standardized, but often quite artificial, pro- 
fessional categories. In spite of this, be- 
cause of its practical effectiveness and 
theoretical soundness, dynamic psycho- 
therapy is in the process of introducing a 
new fresh point of view in psychiatry, 
which is not weighted down by a heavy 
load of traditional beliefs and practices. 
Gradually it will transform not only the 
education of psychiatrists, but psychoan- 
alytical training itself. 
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There has recently been considerable in- 
terest in the work of Hebb, Lilly and others 
experimenting with sensory deprivation. 
The interest has centered largely in the re- 
markable finding that when the perceptual 
stimuli are limited, without the use of 
drugs or other agents, a marked alteration 
of mental functioning, even to the produc- 
tion of such dramatic symptoms as hal- 
lucinations, is observed. 

Efforts towards understanding the mech- 
anisms responsible for these effects have 
largely been directed towards consideration 
of the physical aspects of stimuli, and of 
physical interference with stimuli. Such con- 
sideration has led investigators to ascribe 
the effects to such factors as the quantita- 
tive limitation of stimuli generally ; to the 
cutting off of proprioceptive input due to 
the limitations of movement; and to the 
monotonous, repetitive nature of the 
stimuli. These suggestions, which stem 
from physical and physiological considera- 
tions, are most stimulating and intriguing, 
and point the way toward investigations 
which are bound to lead to further illumi- 
nation of the brain-mind problem. 

I should like to present a brief recon- 
sideration of the sensory deprivation ques- 
tion which was prompted by certain clinical 
observations. It derives, as the title of this 
paper indicates, from the resemblance in 
clinical picture between the effects of 
sensory deprivation and the schizophrenic 
syndrome. 

First allow me to tell you about two 
types of case which have come to my 
attention. The first is of a kind that we 
saw not too infrequently in the Air Force. 
A young Air Policeman was sent on guard 
duty alone, at night, on an isolated post. 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Supported in part by grant USPHS MY 1972 C; 
R. W. Gerard and N. Rosenzweig, principal investiga- 
tors, 

3 From the Department of Psychiatry, University of 
Michigan Medical School, Ann Arbor, Mich. 
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The young man, often not too bright but 
otherwise without prior difficulties, would 
become apprehensive, believe he heard 
voices in the darkness around him, and 
behave regressively. Usually the boy would 
be found the next morning in a withdrawn, 
perplexed state, and brought in for psy- 
chiatric examination. Characteristically we 
would find a schizophrenic picture, with 
confusion in thinking, affective unrespon- 
siveness or hyperlability, and often hal- 
lucinations and paranoid ideas. Usually the 
clinical picture cleared spontaneously 
within a few days, without apparent resid- 
uals. (1 have been told that because. of 
such difficulties, airmen are no longer sent 
out alone on solitary guard duty.) 

The other type of case is illustrated by 
a 38-year-old woman with retinal detach- 
ment being prepared for surgery, on whom 
psychiatric consultation was requested be- 
cause of the development of the delusion 
that her medication was poisoned. She 
was married, described as “high-strung,” 
but otherwise without prior psychiatric 
difficulty. Family history was also com- 
pletely negative for mental illness. 

When seen she was one of 5 patients 
remaining on a ward that had been largely 
evacuated for redecorating. The patient's 
bed was some distance from the other 
remaining patients, and was surrounded by 
screens. Both eyes were covered with 
bandages. She was noted to be quite rest- 
less, her hands and face in constant move- 
ment. Her thought processes were con- 
fused and rambling. Her voice was whining 
and childish. She complained that her 
medication was poisoned, and that she was 
being smothered. She told of seeing a 
“funny little man” like a cartoon, and said 
she was unable to tell whether she had 
been dreaming or awake at the time. 

The patient was operated the following 
day, after which only one eye was band- 
aged and she was brought into closer 
contact with other patients and staff. The 
psychotic aspects cleared almost at once 
and the patient was discharged a week 
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after surgery, free from mental abnormality. 

These examples are of course not unique. 
Most psychiatrists have seen similar cases 
or have read about them. They are of 
interest, however, because both these 
situations involve the development of 
a transient psychotic, schizophrenic-like, 
state in persons who are otherwise normal, 
under conditions of a restricted sensory 
environment. 

It will be recalled that long before work 
was begun on experimental sensory isola- 
tion, there were many reports of such 
experiences. Hallucinatory experiences were 
often reported by explorers(14), but even 
more interesting are the more complete 
reports of such men as Admiral Byrd and 
Dr. Bombard(3). Byrd spent 6 months 
alone in the Antarctic; Bombard crossed 
the Atlantic alone on a raft. Yet the ex- 
perience of both was remarkably similar. 
Both drew “deeply into themselves for 
emotional sustenance.” Both had difficulty 
maintaining organized thought, and in 
maintaining control over himself and his 
environment ; and each developed com- 
pulsive-type defenses such as structuring 
of the daily routine, adherence to a strict 
schedule, doing mathematical problems, 
etc. Both experienced difficulty in testing 
reality, and doubted the validity of their 
own thought. Both tried to force their 
thinking toward pleasant associations from 
the past and away from the anxiety pro- 
voking aspects of their current situation, 
in order to ward off depression. 

General Dean(4), a prisoner of the 
Chinese Communists, had almost identical 
experiences. He became depressed, even 
attempted suicide in his isolation. He, too, 
tried to maintain control over his own 
thinking by using compulsive defenses such 
as doing algebraic problems in his head, 
and calisthenics (even when this was re- 
duced to crossing and uncrossing his 
fingers). He, too, doubted the validity of 
his own thoughts, and had difficulty in 
testing reality. He could not maintain or- 
ganized thought, and drew into himself. 

Other such prisoners had similar prob- 
lems. There was inability to demarcate 
truth and fiction, to determine the validity 
of experience. Impairment of organized 
thinking, mental dullness, depression, and 


suicidal attempts were present. There were 
other psychotic symptoms, including hal- 
lucinations( 14). When Bexton and his co- 
workers in Hebb’s laboratory at McGill 
set up the sensory deprivation experiment 
its purpose was to study the factors produc- 
ing “brainwashing” in such prisoners(1). 
They found not only increased susceptibil- 
ity to propaganda and heightened suggest- 
ibility in their volunteers, but also an inter- 
ference with mental functioning( 2, 1, 8). 

“Nearly all (subjects) reported that the 
most striking thing about their experience 
was that they were unable to think clearly 
about anything for any length of time, and 
that their thought processes seemed to be 
affected in other ways’(8). They were 
unable to concentrate, and showed im- 
pairment on tests of mental performance. 
Their inability to maintain organized and 
directed thought activity was accompanied 
by changes in thought content in the direc- 
tion of autistic fantasy. Regressive behavior 
was also seen, with often inappropriate and 
highly labile affective reactions. Reality 
testing was impaired, and distortion of 
body image and hallucinations were re- 
ported(8, 2). 

Lilly describes regression from secondary 
to primary process thought activity. There 
was a loss of directed thought and a shift 
to autistic “highly personal and emotionally 
charged” reveries and fantasies, sometimes 
followed by projection of visual imagery 
(9). 

Solomon and his co-workers at Harvard, 
using the tank type respirator, have found 
disturbances of abstract thinking, regres- 
sive behavior, autistic fantasy and impair- 
ment of reality testing. They, too, have seen 
bizarre disorganization, with delusions and 
hallucinations(11, 16). 

Freedman, Grunebaum and Greenblatt 
report difficulty in thinking coherently and 
in concentration, changes in body image, 
visual and auditory illusions and hallucina- 
tions, and unreal or paranoid fears, all 
within a framework of autistic withdrawal 
(5). 

Goldberger and Holt report both Ror- 
schach and behavioral phenomena indica- 
tive of regression from secondary to pri- 
mary process activity. Their subjects dem- 
onstrated decreased efficiency and continu- 
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ity of thought, severe affective disturbances, 
increase in vividness and frequency of 
imagery, disturbances in time sense, de- 
personalization, and body image disturb- 
ances(6, 7). 

One cannot help noting that throughout 
these reports—clinical, autobiographical, 
experimental—there appear again and again 
Bleuler’s cardinal symptoms of schizophre- 
nia: disturbance of associations, dishar- 
mony of affect, autism, ambivalence. We 
see disruption of secondary thought proc- 
esses, regression to the primary process, 
impairment of reality testing, and in addi- 
tion, such accessory symptoms as distortion 
of body image, depersonalization, delu- 
sions, hallucinations. As a model psychosis, 
the sensory deprivation experiment much 
more closely resembles schizophrenia than 
do the experiments with LSD or mescaline. 

It seemed quite logical therefore, to at- 
tempt an interpretation of the sensory 
deprivation effects within the framework 
of a theoretical model which we had devel- 
oped from a consideration of schizophrenia 
(12). This model, which attempts to cor- 
relate psychological and physiological find- 
ings, is described more fully elsewhere( 13, 
12), and cannot be detailed here. A brief 
outline, however, may serve to sketch in 
a few of the pertinent concepts. 

The theory holds that normal mental 
activity is dependent upon the appropriate 
interaction of two functional systems. The 
more primitive affect system, functionally 
reminiscent of Freud’s primary process, is 
represented anatomically in the rhinen- 
cephalon and the subcortical structures with 
which it connects. This system receives 
messages relative to ongoing bodily proc- 
esses. A homeostatic shift will cause the 
affect system to scan the perceptual stream 
for those cues which have come to be asso- 
ciated with return of equilibrium. The 
significance of a percept is thus determined 
by the relationship of its representation to 
the internal state, i.e. to potential gratifica- 
tion or potential danger. The conscious 
counterpart of this relationship is the affect. 
While the affect system serves the vital 
function of establishing the relevance of 
experience for life, it is limited to qualita- 
tive discriminations and is autistic in orien- 
tation. 


The phylogenetically more recent ab- 
stract system is represented in the neocor- 
tex, and is roughly analogous to Freud’s 
secondary process. It is this system which 
receives and correlates stimuli from the 
various sense modalities, and by means of 
such consensual validation of experience 
serves to test reality. By elaborating and 
abstracting perceptual data, it functions 
normally to define experience sharply, 
makes available to the affect system a 
broader base for decision making, and en- 
ables the organism to meet the demands 
made upon it by the environment. 

Ordinarily, the sensory input, after ini- 
tial correlation and elaboration by the ab- 
stract system, is communicated to the affect 
system, which seeks to establish the rele- 
vance thereof for current and prior needs 
and for ongoing processes. This informa- 
tion is then fed back to the abstract system, 
where it serves as the basis for further 
elaboration, and so on. This back and forth 
communication between the two systems 
permits a sequence of meaningful associa- 
tions which is at once reality oriented and 
useful in problem solving. 

Within this framework, then, we have 
postulated that the symptoms of schizo- 
phrenia result from an internal derange- 
ment which interferes with the communica- 
tion between the systems( 12), thereby pre- 
venting the reliable determination of the 
significance of perceptions. This break- 
down is seen to result in disruption of the 
stream of associations and consequent dom- 
inance of behavior by the now unchecked 
and uncorrected autistically oriented affect 
system, i.e. regression. The critical factor 
in schizophrenia is thus assumed to be the 
inability to establish the relevance of sen- 
sory experience for ongoing processes. 

The situation in sensory deprivation is 
at once seen to be analogous. Here the 
interference is external, but the effect is 
the same. By limitation, depatterning or 
redundancy the stimuli are deprived of 
meaningfulness for the subject. When per- 
ceived, their relevance for meeting cur- 
rent needs cannot be established ; the con- 
sequences of this situation are seen in the 
breakdown of secondary process activity 
and impairment of reality testing. Our ap- 
proach suggests that it is the restriction of 


a 
| 
‘ 
J 
| 
| 
4 
é 
: 
| 


1959 ] 


NORMAN ROSENZWEIG 


329 


meaning rather than the physical limita- 
tion of stimuli per se, which is primarily 
responsible for the effects of sensory isola- 
tion. 

If we are correct, then, the importance 
of limiting sensory input lies in the limita- 
tion of useful information ; and even con- 
siderable input, if it were deprived of rele- 
vance, should lead to a schizophrenic-like 
state. We suggest that the common denom- 
inator in schizophrenia and sensory isola- 
tion is relevance deprivation, which may 
be produced artificially by a number of 
other methods of perceptual manipulation, 
such as perceptual distortion and sensory 
overload. These are propositions which are 
susceptible of experimental investigation ; 
such investigations are currently being de- 
veloped in our laboratories. 


CONCLUSION 


It would seem, in fact, that we now have 
an experimental model of the schizophrenic 
syndrome superior to the “model psychoses” 
induced with mescaline or LSD. Not only 
will perceptual interference reproduce 
more closely the primary symptoms of 
schizophrenia, but these disturbances are 
caused entirely by external manipulation, 
without the confusion of a toxic psychosis. 
While of course we cannot assume that 
approaches such as these will give us 
valid answers to all our questions, I believe 
we have here an important instrument to 
help us bridge the gap between the labora- 
tory and the clinic. 
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A STANDARDISED TECHNIQUE FOR MODIFIED ELECTROSHOCK 
THERAPY USING SUCCINYLCHOLINE CHLORIDE 


HARRY K. ROSE, L.R.C.P.! & S. (Ep.)., D.P.M. 


INTRODUCTION 


In 1941 A. E. Bennett reported on the 
use of curare as a muscle relaxant capable 
of preventing fractures and dislocations 
during convulsion therapy. 

More recently other workers, Moss et al., 
(1953), Impastato and Berg (1956), Jerome 
Rietman et al., (1956), have described the 
use of other muscle relaxants and have 
emphasized the need for an accompanying 
short-acting anaesthetic (thiopentone). In- 
creasing in popularity is succinylcholine 
chloride (SCC) which is commonly felt 
to be the most effective and safest relaxant 
of those in current use. 

The established practice, in this country, 
is for the SCC to be given with an ac- 
companying anaesthetic, either mixed to- 
gether in one syringe or separately. Sargant 
and Slater (1956) state “Scoline (SCC) ad- 
ministration must always be preceded by 
unconsciousness produced by pentothal, as 
the feeling of progressive paralysis which 
would otherwise be felt is terrifying.” 

It is for this reason that anaesthetics have 
continued to be used and these authors 
also make the point “But it is certain that 
if muscle relaxants came into general use 
and are handled by psychiatrists unversed 
in anaesthetic techniques, the death rate 
from ECT will increase alarmingly.” This 
statement is supported by Maclay’s (1953) 
figures showing that 45% of deaths asso- 
ciated with ECT were in cases when a re- 
laxant was used, although they could only 
have been a very minor proportion of all 
cases treated. 

The risk of modified treatment must sure- 
ly be considerably lessened if a simple 
technique were involved whereby an ac- 
companying anaesthetic is not required. 
The implication of Maclay’s figures may 
be that thiopentone relaxant technique in 
the hands of psychiatrists with little knowl- 
edge of anaesthetic procedures is dangerous. 


1 Assistant Psychiatrist, Warlingham Park Hospital, 
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We should not be too ready to incriminate 
the muscle relaxant drugs without sufficient 
evidence. 

A relaxant technique without an anaes- 
thetic means a safer, easier and quicker ad- 
ministration which is probably more effec- 
tive. There is some evidence that a longer 
course of treatment is needed when ECT 
and relaxant and anaesthetic is given than 
when ECT is not accompanied by an anaes- 
thetic. Several workers have reported on the 
use of relaxants without anaesthetics. There 
have been important differences of tech- 
nique which may possibly have led to some 
confusion and resulted in no single method 
being generally adopted. Murray (1953) 
uses small doses of SCC (20 mg.) and times 
the shock at 10 seconds after the onset of 
facial twitching. Impastato and Gabriel 
(1957) followed Murray’s timing technique 
but realised that the SCC did not develop 
its full effect when the shock was given. 
To reduce the severity of the convulsion 
they used a special machine (Reiter A.C. 
instrument Model Molac II) giving an in- 
itial high voltage shock to produce an 
amnesia 10 seconds after SCC injection and 
a further shock 20 seconds later to give a 
convulsion. Kelleher and Whiteley (1955) 
used SCC alone, comparing its action with 
SCC and thiopentone and suxethonium 
bromide alone. Using SCC alone the shock 
was timed at 10 seconds after the beginning 
of facial fasciculation. Mild anxiety in asso- 
ciation with facial fasciculation was re- 
ported in one third of the patients. Using 
suxethonium alone they found that more 
than half of the patients experienced severe 
anxiety and suggested this was due to the 
shock-like onset and rapid spread of paraly- 
sis that took place with this drug. They 
concluded that SCC was the drug of choice 
and quoted Gillies and McNeil (1955)— 
one patient who recalled on several oc- 
casions a sensation of smothering following 
the injection of suxethonium bromide. 
Glover and Rosium (1954) using SCC alone 
required a team of 5 persons to hold the 
patient, the shock being given after the 
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appearance of obvious facial fasciculation 
or respiratory embarrassment, or both. 

The purpose of this article? is to stand- 
ardise a simple technique for modified ECT 
using SCC without an anaesthetic, a tech- 
nique which is safe and without undesirable 
side effects. This technique has been used 
by the writer for the past 4 years. No other 
doctor was required to be present. The 
experience covers more than 3,000 treat- 
ments, both inpatient and outpatient. There 
were no resultant fatalities. 


TECHNIQUE 


Method of Administration—No food or 
drink is allowed for at least 2% hours prior 
to treatment. Thirty minutes before treat- 
ment 1/100th gr. of atropine sulphate is 
injected subcutaneously. In cases of urgen- 
cy it may be injected intravenously im- 
mediately before or with the scoline ; but 
this has not been found quite so effective. 

Position of Patient.—The patient lies com- 
fortably on a couch, bed or stretcher on 
top of which is placed a firm mattress. A 
pillow is placed under the head. If the 
mattress tends to sag another pillow is 
placed under the small of the back but no 
active attempt at hyperextension of the 
spine is made. No restraint is used. The 
patient is merely told that he is going to 
receive an injection which will relax all 
his muscles and is reassured that there is 
nothing to worry about. 

Dosage of Succinylcholine chloride.— 
The dose of SCC to be given is estimated 
by the weight and muscularity of the pa- 
tient. This is not the only consideration, 
however, for muscular response is also de- 
pendent on pseudocholine esterase titre. 
The effect of this is only seen after the first 
injection, when patients having a low titre 
may be found to have more complete re- 
laxation and prolonged apnoea than ex- 
pected in the normal. Slight adjustment in 
dosage may then be made. 

Dosage.—Average dose for men 30 mg., 
for women 25 mg.; 5 mg. less is given to 


2 I am indebted to Dr. E. H. Hare for his encourage- 
ment and advice. I should like to thank Dr. R. K. 
Freudenberg, Medical Superintendent of Netherne 
Hospital, Dr. T. P. Rees and Dr. S. A. MacKeith, 
past and present Medical Superintendents of Warling- 
ham Park Hospital, for giving every facility for the 
carrying out of this work. 


those over 60 years old. Where there is a 
history of chronic chest disease, or if chest 
deformity is present, dosage is lowered to 
20 mg. for men and 15 mg. for women. 

These doses have been found sufficient 
for all routine cases where there is no spe- 
cial indication for modification with muscle 
relaxants. If however, there is a special 
risk of fracture or other injury the dose is 
increased by 5-20 mg. according to the need 
for more complete relaxation. The second 
and following doses may be adjusted ac- 
cording to the initial response. In the 
routine case, partial muscular relaxation is 
all that is required and where relaxation 
and/or accompanying apnoea are too 
severe, the dose is reduced by 5 mg. 

Rate of injection of SCC.—A rapid in- 
jection is given (2-3 seconds) in order to 
bring on paralysis as quickly as possible. 
Slow injections tend to delay the onset of 
paralysis and increase the likelihood of 
untoward reactions. 

Mouthpiece.—If the patient has teeth a 
gag is inserted into the mouth immediately 
following the SCC injection. The patient 
is asked to bite on it and the jaw is held 
with moderate firmness. The edentulous 
patient does not require a gag. 


TIMING OF SHOCK TREATMENT 

Success in avoiding untoward reactions, 
the principle one being a sensation of 
choking, depends on skilful timing. Im- 
mediately following the injection the pa- 
tient is told to raise his other arm to a right 
angle and keep it there as long as possible. 
When the arm can no longer be held up 
and begins to fall to the side, the shock is 
given. This occurs at a variable time after 
the injection, usually between 5 and 15 
seconds, occasionally being prolonged to 
30 seconds. The disagreeable choking sen- 
sation appears after the relaxation of the 
arm and does not therefore trouble the 
patient. I have questioned many patients 
following a course of shock treatment using 
at different times SCC with and without 
pentothal. The last thing the patient who 
has SCC without pentothal remembers, is 
the injection of SCC. He usually believes 
that it was this injection which put him to 
sleep. 
USE OF OXYGEN AND AIRWAY 

During the convulsions an airway is 
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slipped over the gag, the latter being re- 
moved, In the edentulous patient the air- 
way is inserted at this point. Oxygen is 
given by a positive pressure rebreathing 
bag when the fit shows signs of terminating. 
However, with such small doses of SCC 
as described, the patient often resumes 
spontaneous breathing immediately follow- 
ing or a few seconds after the convulsion 
without insufflation of the lungs. 

When slight anoxia is considered to be 
dangerous in a particular case, e.g., where 
heart disease is present, oxygen is adminis- 
tered immediately after the giving of the 
shock. 


RATE OF RECOVERY 


This occurs as rapidly as in unmodified 
shock treatment. This is of particular im- 
portance in the outpatient clinic where a 
speedy recovery without the sleepiness and 
confusion associated with thiopentone is of 

considerable advantage. Thus, the patient 
is allowed to leave the department safely 
one hour later following a very short 
period in the recovery room (15-25 min- 
utes). Relatives or friends who accompany 


the patients are relieved of a tedious wait 
and are most grateful for this. 


COMPLICATIONS OF TREATMENT 


The series has been remarkably free 
from complications and untoward effects. 
Prolonged apnoea of 3-5 minutes occurred 
in 3 very old persons. These patients had 
low tidal volumes and a more prolonged 
period of apnoea was expected. Manual 
respiration was found to be more effective 
than the positive pressure rebreathing bag 
in aiding resuscitation. One patient de- 
veloped paroxysmal tachycardia on termi- 
nation of the fit. This lasted 15 minutes and 
was brought to an end by carotid sinus 
pressure. 

On two occasions the shock was not 
given due to a fault in the machine and 
once the headpiece fell off the table and 
the movable electrodes which had broken 
off were not able to be reassembled in time 
to give the shock. These mishaps resulted 
in the patients experiencing the disagree- 
able choking sensation due to SCC. They 
were however able to continue treatment 
after reassurance. The latter mishap can- 


not now occur as the electrodes are in- 
corporated into the headpiece. 

There were no fractures or injuries re- 
sulting from treatment. 

Lastly, it is important to have an im- 
peccable intravenous technique so that the 
patient does not become alarmed at the 
doctor searching and probing for a vein. 
When complete relaxation is necessary, one 
must make certain that the total dose of 
SCC is given into the vein. 


Discussion 
DIFFERENCES OF TECHNIQUE 


1. The essential difference in the tech- 
nique outlined from those of other writers, 
Murray(7), Kelleher and Whiteley(9) and 
Glover and Rosium(11), is in the timing 
of the shock. The shock is given when the 
patient’s arm begins to fall to the side and 
not at a time related to the onset of facial 
twitchings. Kelleher and Whiteley(9), who 
described mild anxiety in one-third of their 
patients may have gained this impression 
from the facial fasciculation and signs of 
restlessness present. These are not neces- 
sarily signs of anxiety. 

The retrograde amnesia produced by the 
shock may account for the lack of com- 
plaint of anxiety by some patients, but it 
is by no means certain that allowing for 
this these patients have experienced any 
anxiety. 

2. No restraints are used other than the 
nurse holding the jaw with moderate firm- 
ness. 

3. Each case must be considered on its 
own merits when dosage is calculated, e.g., 
degree of modification required, age, 
weight and muscularity of patient and the 
presence of coincident chest or heart 
disease. 


RELAXANT V. RELAXANT AND THIOPENTONE 


Fear of the terrifying anxiety said to be 
produced in the patient following SCC has 
been the main reason for relaxant tech- 
niques unaccompanied by thiopentone not 
being adopted. Recognised authorities in 
British psychiatry, e.g., Sargant and Slater 
(5) have stressed the necessity for an ac- 
companying anaesthetic emphasising the 
anxiety which would be aroused if this 
were not given. Experience has now shown 
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that these fears are groundless, There is a 
possible disadvantage in using a relaxant 
alone in that relaxation is not complete but 
in practice this does not matter because 
partial relaxation is adequate for nearly 
all cases. The patient may however be more 
restless in the recovery phase. 

Advantages of relaxant given alone in- 
clude : 

1. Easier, quicker and safer administra- 
tion. 2. Fewer attendants required. One 
doctor and one nurse, is minimum require- 
ment. 3. Rapid recovery. 4. No anaesthetic 
complications. 

There is much to be said for giving a 
relaxant drug with every shock treatment. 
In some clinics this is routine practice. 
These are usually clinics where the total 
number of treatments per session is small, 
and an anaesthetist is always available. 
Some authorities require two doctors to be 
present when ECT is given; others stipu- 
late that an anaesthetist must always be 
present. The present trend is to take ECT 
out of the hands of the psychiatrist trans- 
ferring it to the presumed safer control of 
the anaesthetist. 

However, the great majority of treat- 
ments today are administered in the mental 
hospitals where facilities are not available 
for anaesthetists to be present when ECT 
is given. Treatments would be considerably 
restricted and indeed urgent treatments 
would not be easily administered if an- 
aesthetists were required in all cases. An- 
other consideration, and not the least 
important, is the legal position of the psy- 
chiatrist working alone, who is unfortunate 
enough to have a death or injury follow 
treatment. His position might indeed be 
hazardous if it became established practice 


for an anaesthetist to be present during 
modified convulsive therapy. 

The present trend is a retrograde one. It 
is uneconomic and merely increases the 
difficulties encountered in the treatment of 
patients. The writer hopes that the pro- 
cedure outlined may yet become the es- 
tablished practice in this country. 


SUMMARY 


A standardised technique for modified 
ECT using succinylcholine chloride without 
an anaesthetic is described in detail. Dif- 
ferences from previous techniques are ex- 
plained. The advantages of a safer, easier 
and quicker administration of ECT are 
stressed. 
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CROSS TRANSFUSION IN SCHIZOPHRENIA 


GEORGE NICKLIN, M.D.,1 WILLIAM SACKS, Pu.D., HANS WEHRHEIM, M.D., 
GEORGE SIMPSON, M.D., JOHN SAUNDERS, M.D., anp NATHAN KLINE, M.D.? 


In recent years, there has been much 
research as to whether or not a blood 
substance exists that is related to the schizo- 
phrenic reaction. Pfeffer and Pescor(1) 
performed exsanguination experiments with 
blood volume replacement in schizophrenic 
patients and were unable to demonstrate 
the presence of any toxin. This work has 
subsequently been repeated and validated. 
Winters and Flataker(2) reported changes 
in the motor performance of rats who were 
injected with schizophrenic serum. How- 
ever, this finding could not be confirmed 
by Ghent and Freedman(5) who repeated 
the experiments. Heath, et al.(3) reported 
the presence of a blood substance which 
they had extracted by biochemical methods 
that produced a schizophrenic-like reaction 
in volunteers. These data have been diffi- 
cult to confirm in other laboratories and 
have evoked a criticism by Siegel, et al.(4). 

The cross-transfusion technique has been 
used many times in clinical studies of 
various diseases. It is not without risk, and 
a thorough study of the technique with a 
review of literature is reported by Salis- 
bury, et al.(6). They also report in their 
own series a fatality. In a review of the 
literature on research in schizophrenia, no 
past study was found where a non-psychotic 
volunteer had been cross-transfused with 
an actively hallucinating patient. Accord- 
ingly, we undertook this study.® 


MATERIAL AND METHOD 


Our procedure was based on the simplest 
possible cross-transfusion method. It was 
performed with a 50 c.c. syringe used as a 
pump and No. 15 needles inserted into the 
antecubital veins of a patient and of a 
volunteer. The patient and volunteer were 
heparinized, and the volunteer received 


1 Bellevue Psychiatric Hospital, New York Uni- 
versity College of Medicine, New York 16, N. Y. 

2 Director of Research, Rockland State Hospital, 
Orangeburg, N. Y., where this experiment was per- 
formed. 

8 We are indebted to S. B. Wortis, M.D. whose 
suggestions made this experiment possible. 


an injection of Evans blue dye to determine 
the extent of blood exchanged. No other 
medication was given to the patient or 
volunteer for the 72 hours prior to the 
experiment, during the experiment, or dur- 
ing the several days after the experiment, 
with the exception of a course of Oxytetra- 
cycline administered prophylactically to the 
volunteer and the patient following the 
study. 

The patient (F. F.) was a 39-year-old 
single, grocery clerk, of Mediterranean 
origin, who had been hospitalized for 19 
years due to chronic schizophrenic reaction 
of the mixed type. He had hallucinations 
and delusions which were active. During 
the time before the experiment and during 
the experiment he was having auditory and 
visual hallucinations. He was also mildly 
paranoid at the beginning of the experi- 
ment, and had fluctuating bouts of cata- 
tonia. A physical examination and blood 
chemistry studies were within normal 
limits. Both the patient and volunteer were 
blood group “O,” Rh- positive, and were 
compatible. 

The volunteer (W. W.) was a 23-year- 
old married graduate student and consci- 
entious objector. He was found to be a 
very gifted, creative individual of superior 
intelligence whose personality was within 
normal limits and without any evidence of 
psychotic response on his psychiatric and 
psychological examination. Blood chemistry 
studies were found to be within normal 
limits. Both the volunteer’s and the patient’s 
electroencephalograms were within normal 
limits. There was no evidence of any 
physical or neurological abnormality in 
either subject. 

The procedure was carried out in a 
hospital operating room with surgical and 
medical supervision. Both the patient and 
the volunteer were given an initial control- 
run to make sure that neither would re- 
spond to the stimuli of the experiment. It 
was also planned that if any response 
should occur in the actual cross-transfusion 
a follow-up control study would be done. 
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RESULT 


During a period of 6 hours, a total of 
6,800 c.c. of blood was interchanged ; that 
is, 3,460 c.c. was transfused from the 
patient to the volunteer and 3,400 c.c. from 
the volunteer to the patient. The Evans 
blue dye suggested that a minimum of 31% 
mixing of the two blood volumes occurred 
during this period. During the first 21 
minutes of the experiment (Table 1) 1,000 


TABLE 1 
BLoop VoLUME INTERCHANGE 
RELATED TO ELAPSED 
Time In 
Minutes Blood Volume in Liters 
21 
100 2L. 
155 3L. 
233 4L. 
275 
362 6.8 L. 


c.c. of blood was interchanged ; that is, 500 
c.c. being sent in each direction. During the 
first 45 minutes of the experiment 800 c.c. 
of blood were interchanged in each direc- 
tion. The procedure was somewhat pro- 
longed due to the need to flush the ap- 
paratus with heparin in saline periodically, 
and due to occasional clots. 

Throughout the experiment, no apparent 
clinical changes occurred in the patient 
or the volunteer. The patient continued 
to have visual and auditory hallucinations. 
The volunteer showed no signs of hal- 
lucinations, no signs of catatonia, no signs 
of delusions, no ideas of reference, or 
other psychotic symptoms. About 4 hours 
after the cross-transfusion had been dis- 
continued, the patient became more cata- 
tonic than he had been previously, and 
more paranoid. He continued to have 
auditory and visual hallucinations. This 
period of increased catatonia and paranoia 
in the patient lasted for 24 hours following 
the completion of the experiment. The 
volunteer showed no signs of any clinical 
change, psychiatrically. Thirty-six hours 
after the experiment both the patient and 
the volunteer showed a febrile response 
with the presence of ronchi and a few 
rales in the lungs of both. They were main- 
tained following the experiment on a pro- 


phylactic dose of Oxytetracycline and the 
febrile response in both disappeared within 
2 days after the onset, and the Oxytetra- 
cycline was discontinued after 5 days of 
treatment. Follow-up studies of the patient 
showed a reversion to his previous fluctuat- 
ing catatonic state and a decrease in his 
paranoia following the first 24-hour period 
after the experiment. However, he con- 
tinued to hallucinate. His hallucinations 
have continued up to 5 months after the ex- 
periment. At the end of 6 months after the 
experiment when the patient was examined 
clinically he was not hallucinating although 
he was having occasional bouts of cata- 
tonia and did have ideas of reference and 
some paranoid ideas. 

Psychological follow-up studies on the 
volunteer showed that he had markedly im- 
proved in his interpersonal relationships 
during and after the period of the experi- 
ment. There is apparently no reason to 
believe that the improvement was related 
to the exchange of blood. The apparent 
improvement was believed related to the 
enhancement of self-esteem which occurred 
in the volunteer, coincidental with the 
experiment. Also, during the period of the 
experiment, shortly before the actual cross- 
transfusion, the volunteer was married, and 
apparently his heterosexual and interper- 
sonal adjustmént improved markedly at 
that time. 


COMMENTS 


From the findings of this experiment, one 
can conclude that cross-transfusion of 
moderate quantities of blood in a relatively 
short time has no apparent ill-effects on a 
volunteer, when the cross-transfusion is 
between him and an actively hallucinating 
schizophrenic patient. Indeed, it would 
seem that the patient was temporarily worse 
following the experiment, and that the 
volunteer was improved by the study. 
While this raises some question as to 
whether or not there is a toxic blood sub- 
stance that would cause a psychotic re- 
sponse in a volunteer, it also raises a 
question as to whether or not a normal 
blood substance was supplied to the pa- 
tient in larger quantities than he had been 
accustomed to, and that his body converted 
it into a toxin which produced a more 
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profound psychotic response than he usual- 
ly had, or if his change was a simple stress 
response. While this study does answer the 
immediate question as to whether or not 
ill-effects will occur to a volunteer from 
such an experiment, it does not definitely 
answer whether or not there is a blood 
toxin. It would suggest that it is probably 
psychiatrically safe for a larger quantity of 
blood than was used here to be exchanged 
in a shorter period of time between a non- 
psychotic volunteer and a schizophrenic 
patient. 


SUMMARY 
In this study of cross-transfusion in 
schizophrenia no clinically significant 
changes occurred in the non-psychotic 
volunteer, during or after the cross-trans- 


fusion. The patient became psychiatrically 
more ill during the 24 hours immediately 
following the cross-transfusion. 


BIBLIOGRAPHY 


1. Pfeffer, A. S., and Pescor, M. J. : 
Neurol. and Psychiat., 52: 131, 1944. 

2. Winters, C., and Flataker, L.: Arch. 
Neurol. and Psychiat., 80: 441, 1958. 

3. Heath, R. G., Martens, S., Leach, B. E., 
Cohen, M., and Angel, C.: Am. J. Psychiat., 
114 : 14, 1957. 

4. Siegel, M., Niswander, G. D., Sachs, 
E., Jr., and Starros, D.: Am. J. Psychiat., 
115 : 819, 1959. 

5. Ghent, L., and Freedman, A. M. : Am. J. 
Psychiat., 115 : 465, 1958. 

6. Salisbury, P. F., Bolomey, A. A., and 
Miller, J. H.: Am. J. Med. Sc., 223: 151, 
1952. 


Arch. 


4 
5 
Roe 
| 
| 
ay 


AKATHISIA : THE SYNDROME OF MOTOR RESTLESSNESS 


JAMES R. HODGE, M.D.1 


Akathisia is “a name given by Lad Has- 
kovec to a form of rhythmic chorea in 
which the patient is unable to remain 
seated”(1). Freyhan(2) quotes Kinnier 
Wilson’s description of it in his chapters 
on encephalitic and idiopathic Parkinson- 
ism as follows : 


Not a few subjects complain paradoxically that 
they cannot “sit still” or do so only “with an 
effort” ; they must get up, or move about, or 
shift the position of their limbs, inaction hav- 
ing become unbearable. 


Freyhan(2) then gives his own excellent 
description of this condition : 


If akathisia is mild, patients complain of a 
feeling of inner unrest, of pulling or drawing 
sensations in the extremities but chiefly in the 
legs. Once akathisia is fully developed, patients 
pace back and forth and can neither sit down 
to read or play or sleep. In severe cases, pa- 
tients appear continuously agitated. 


Akathisia is felt to be an unusual mani- 
festation of the Parkinsonian syndrome. 
Goldman(3) points out that this condition 
occurs often without recognizable anxiety 
that can be verbalized. 

Akathisia, then, can be defined as a 
variation of the Parkinsonian syndrome in 
which the patient is in a state of motor 
restlessness which may appear like an 
anxiety state but in which real anxiety can 
be neither recognized nor verbalized. This 
syndrome has recently been brought to 
widespread medical attention as the result 
of the introduction of a new tranquilizer, 
trifluoperazine (Stelazine). A _ significant 
number of patients are reported to develop 
akathisia during treatment with this drug. 

Freyhan(5), in an as yet unpublished 
paper, has reported the occurrence of this 
syndrome during the administration of 
other phenothiazine drugs such as proclor- 
perazine, triflupromazine, and perphena- 
zine. This is to be expected in view of the 
fact that the Parkinsonian syndrome is a 
well-known side effect of the phenothiazine 
derivatives and appears to be directly re- 


1326 South Main St., Akron 6, Ohio. 


lated to the dosage of the drug. Two cases 
have recently come to my attention in 
which akathisia, without other evidences of 
Parkinsonism, has occurred during treat- 
ment with large doses of phenothiazine 
drugs. 


Case 1.—Patient B. C. had suffered injury to 
his left eye approximately 20 days prior to ad- 
mission for treatment of a corneal ulcer. There 
had been a great deal of pain and a certain 
amount of apprehension about entering the 
hospital. By the time a psychiatrist was calied, 
the eye was in good condition, and the pain 
had disappeared. The psychiatrist was called 
because the patient was pacing the floor, could 
not sleep, and had remarked “I feel like jump- 
ing out the window.” During the psychiatric 
interview, he stated that since admission to 
the hospital he had become increasingly 
“nervous.” He was usually reasonably well in 
the morning but became more hyperactive as 
the day progressed. He could not sit in any 
one place, paced the hall, could not sleep, and 
became quite fearful that something was hap- 
pening to him. His own words can best de- 
scribe his feelings, “When I sit there, I feel I 
should be sitting here. When I sit here, I feel I 
should be sitting there.” With this increased 
motor behavior and restlessness, there was no 
mood change, no real apprehension, no depres- 
sion. There was no disturbance of thought 
content. The patient just could not understand 
why he felt the way he did. 

Examination of his chart revealed that he 
had been given increasing doses of tranquiliz- 
ing drugs in an effort to control his “nervous- 
ness.” At the time he was seen, he was receiving 
8 mgs. of perphenazine (Trilafon) t.id. in 
addition to 100 mgs. of promazine (Sparine) 
q.i.d. 

It was felt that this patient was in a state of 
akathisia. All tranquilizing drugs were stopped 
immediately. Chloral hydrate was given as a 
sedative, and Cogentin was started empirically 
in doses of 2 mgs. at bedtime for 3 days only. 
Within 24 hours the patient was markedly im- 
proved, and within 24 hours more he had no 
remaining symptoms of anxiety, tension or 
restlessness. 

Case 2.—Patient J. P. a 20-year-old single 
white girl, was admitted to the psychiatric 
unit as an emergency because of bizarre be- 
havior at home. She was found to be mildly 


337 


: 
} 
ney 
ay 


338 


AKATHISIA 


[ October 


hyperactive, hostile, aggressive, and delusional. 
Chlorpromazine (Thorazine) was started in 
dosages of 200 mgs. per day and was quickly 
raised to 800 mgs. per day. With the increase in 
dosage, there seemed to be a paradoxical effect 
in that she became much more hyperactive and 
disturbed. Her hostility diminished markedly, 
but she suffered extreme dryness of the mouth 
and had to drink water constantly. She could 
not sit still, constantly moving from one seat 
to another, leaving the room and returning, 
and essentially having a flight of ideas. The 
dosage of Thorazine was quickly diminished 
to 200 mgs. per day and then 100 mgs. per 
day, and Cogentin was added to the regimen 
in dosages of 2 mgs. per day. There was some 
improvement in the hyperactive behavior, but 
the delusions and hostility became prominent 
again. Thorazine was discontinued altogether 
and trifluoperazine (Stelazine) was begun in 
doses of 2 mgs. t.id., continuing the Cogentin. 
Within 36 hours, the motor restlessnes abated, 
the dryness of the mouth disappeared and the 
expression of delusional and hostile material 
diminished markedly. The psychotic process, 
however, remained basically unchanged; and 
following a reasonable trial period of drug 
therapy, the patient was referred for insulin 
treatment. 


SUMMARY AND CONCLUSIONS 


1. The syndrome of akathisia has been 
defined and described. It appears to be a 
manifestation of the Parkinson syndrome. 

2. Two cases of akathisia are reported. 
They both occurred during administration 
of phenothiazine tranquilizing drugs, and 
were relieved by changing or stopping the 
drug and by adding an anti-Parkinson drug. 
No attempt was made to determine the 


necessity for adding the anti-Parkinson 
drug when the tranquilizer was changed, 
though Kruse(4) reports that “these re- 
actions . . . were always controllable” by 
anti-Parkinson drugs alone. 

3. Akathisia is a syndrome which occurs 
during the administration of high doses of 
tranquilizing drugs. Whenever a patient 
fails to respond to the administration of 
high doses of these medicines or when he 
seems to have a paradoxical effect from 
them, the possibility of akathisia should be 
considered and appropriate treatment insti- 
tuted. 

4. Appropriate treatment of the con- 
dition appears to be, at this time, a re- 
duction or change in the tranquilizing 
drugs used, plus the addition of an anti- 
Parkinson drug such as Cogentin, Pagitane, 
or Kemadrin. 
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THE REACTIONS OF GENERAL PRACTITIONERS 
TO A PSYCHIATRIC ABSTRACTING SERVICE * 


RUSSELL N. CARRIER, M.D., ROBERT S. GARBER, M.D.,* 
anp CYRIL M. FRANKS, Pu.D.* 


In the spring of 1957 a series of seminars 
entitled Psychiatry for the General Practi- 
tioner was sponsored by the Carrier Clinic 
in conjunction with the Mental Health 
Committee of the Medical Society of New 
Jersey and the New Jersey Chapter of the 
American Academy of General Practice. 
The abstracts of the 18 papers presented 
aroused so great an interest and brought 
such a demand for copies that, with the 
aid of Smith, Kline and French, some 26,- 
000 copies had to be printed and distributed 
throughout the country. Because of this 
widespread, and somewhat unexpected, in- 
terest an informal follow-up survey was 
carried out. It became readily apparent 
that, although the general practitioner was 
at times virtually inundated with pam- 
phlets and literature of every description, 
there was a need for some form of ab- 
stracting service by means of which 
selected parts of the mass of technical 
psychiatric literature, written by one spe- 
cialist for his equally special colleague, 
might be translated into more generally 
comprehensible language and consequent- 
ly become of value to the general practi- 
tioner. 

To meet this assumed need the Carrier 
Clinic of New Jersey introduced a quarter- 
ly publication entitled Abstracts of Psychi- 
atry for the General Practitioner. The first 
issue appeared in the spring of 1958; it 
contained 30 one-page abstracts, culled 
from the recent world psychiatric literature. 
Some of the abstracts were relatively non- 
technical summaries of highly technical 
research or clinical contributions ; others 
were essentially condensations of utilitarian, 
technically sound, but not very technical, 
articles from a variety of sources not readily 
available to the general practitioner. Casual 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
April 27-May 1, 1959. 

2 The Carrier Clinic, Belle Mead, N. J. 

3 New Jersey Neuro-Psychiatric Inst., Princeton, 
N. J. 


contact with a small sample of the 9,000 
or so recipients of the journal suggested 
that many general practitioners would pre- 
fer the latter type of article, i.e. strongly 
utilitarian and of immediate aid in their 
everyday practices. The second issue was 
modified accordingly and the articles 
selected primarily on this basis. For ex- 
ample, topics treated in the second issue 
covered such diversities as the use of spe- 
cific new medications, problems of addic- 
tion to tranquilizers, the psychiatric aspects 
of multiple sclerosis, the role of the psy- 
chiatrist in the treatment of Parkinson’s 
disease, the differential diagnosis of mo- 
mentary loss of consciousness, the psychi- 
atric symptoms masking brain tumor, the 
treatment of the neuroses in general prac- 
tice, rehabilitation of the blind geriatric 
patient and the counseling of parents of 
mentally defective children. All of these 
topics raise problems which the general 
practitioner might well encounter in his 
daily routine. 

At this stage it became apparent that 
the only way to evaluate and compare 
these two issues and to find out what the 
general practitioner really requires from 
an abstracting service—if he requires it at 
all—was to carry out a systematic survey. 
Accordingly 496 names were selected at 
random from the 9,000 mailing list and a 
brief questionnaire was sent out, accom- 
panied by an explanatory letter and a 
stamped and addressed reply envelope. The 
questionnaire was anonymous and had only 
10 items, some of which required a Yes/No 
type of reply, others a rating and some 
brief written comments. 

Of the 496 questionnaires sent out, only 
52 were returned. This 10% return is con- 
sistent with physician reply ratios obtained 
under similar circumstances by other in- 
vestigators. The question now arises of 
how representative of the general sample 
of 496 are the 52 who replied. It might be 
speculated that only the more interested 
and therefore, perhaps, the more favorably 
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disposed would bother to reply. To in- 
vestigate this possibility, 30 additional 
randomly selected general practitioners 
were interviewed either directly or by 
telephone and essentially the same ques- 
tions asked, but in considerably more detail. 
Although this group is small, and hence 
subject to some reservations in drawing 
any conclusions, the trend of their replies 
failed to differ significantly from those of 
the larger sample who responded to the 
written questionnaires. On the contrary, 
the resemblances were striking, suggesting 
that the 52 written replies may be judged 
as reasonably representative of Abstract 
readers in general. 

Of the 52 returned questionnaires two 
were blank, one because of the decease of 
the physician concerned and one for no 
apparent reason. Of the remaining 50 ques- 
tionnaires most, but not all, were fully 
completed. Hence the number of replies 
varied slightly from question to question. 
Most, but not all, general practitioners 
recalled receiving both issues, some few 
recalled receiving neither. One respondent 
checked “neither,” then, in an invited com- 
ment question, strongly complained of this 
failure to send him the journal and finally, 
in a question which called for suggested 
improvements, complained bitterly that the 
journal was “far too technical and complex.” 
Fortunately such curious inconsistencies 
were rare and it was reassuring to observe 
that almost everybody who reported re- 
ceiving both issues had taken the trouble 
to look at both issues. 

Most of the replies were very much in 
favor of the Abstracts and their continua- 
tion, provided that the articles were of 
utilitarian value in general practice. Ap- 
parently what is required is guidance in a 
do-it-yourself program with some indica- 
tions of its limitations and the sort of 
psychiatric cases and occasions when spe- 
cialist help must be sought. If replies such 
as “helps me to evaluate and attempt to 
take care of patients that would ordinarily 
have to be sent to the psychiatrist im- 
mediately” are indicative of things to come, 
then, perhaps, not all psychiatrists will be 
as appreciative of this new service as are 
the general practitioners. 

Comments were repeatedly expressed to 


the effect that the general practitioner is 
primarily interested in concise, practical 
articles which will be of value to him in his 
practice. He is not, in general, interested in 
keeping ahead of current research develop- 
ments or new theories. Above all, he wants 
the articles to be abstracted in a language 
which is as devoid of technicalities or 
psychiatric jargon as possible, especially 
psychoanalytic terms. Perhaps not unnat- 
urally, this veto does not apply to pharma- 
cological or general medical jargon; in 
other words, abstracts must be readily 
comprehensible to the general practitioner 
and utilize his own jargon, not any one 
else’s. 

From Table 1 it is clear that the Abstracts 
has made some impact upon those who 
received it and that the second, and more 
practical issue, is the more popular—al- 
though a surprisingly large proportion of 
readers apparently have no strong prefer- 
ences. Both questionnaire and interview 
techniques confirmed that the present for- 
mat is satisfactory in almost all respects 
and that a quarterly journal containing 
some 30 abstracts is ideal. 

One of the more revealing questions was 
that in which the physicians were asked 
to rank 4 different topic areas in order of 
interest and then add further comments 
if they felt so inclined. Both statistical 
ranking and additional comments indicate 
that there is a distrust and an aversion to 
many psychoanalytic concepts as well as a 
lack of interest. 

It may be of interest to record briefly 
some particularly relevant findings from 
a related but independent study which is 
to be reported elsewhere. In a recent survey 
of reactions to the second Carrier Clinic 
Seminar Series of Psychiatry for the Gen- 
eral Practitioner, held in the fall of 1958, 
questionnaires were sent out to those gen- 
eral practitioners who had attended part 
or all of the lecture program. Eighty-nine 
questionnaires were sent out, 59 replies 
were received. The 12 questions were 
similar to those asked in the Abstracts 
questionnaire and, once again, strict 
anonymity was preserved. 

Before discussing these replies a note of 
caution must be sounded. The information 
obtained from this questionnaire was in- 
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TABLE 1 


STATISTICAL ANALYSIS AND SUMMARY OF REPLIES TO 
ABSTRACTS QUESTIONNAIRE 
(n=50) 


Item 
. Recalled receiving copy of Journal 


Percentage 


94 


b. Read or scanned copy of Journal 


. Believe that abstracted articles should be more utilitarian and cover less technical 


subjects : 


Yes 
No 
No opinion 


. Found second issue of more interest than first 


Found first issue more interesting 
No difference 
Item not completed or not applicable 


. Too many articles abstracted per issue 
Too few articles abstracted per issue 
About right 


. Would welcome an article on when to refer a psychiatric problem elsewhere 


. Would welcome an article on state and voluntary commitment laws and procedures 


. Ranked order of interest of the following four topics : 


1. psychosomatic medicine 


2. treatment of psychiatric patients by the g.p. 


3. drugs 
4. psychoanalysis 


These figures are not percentages, they are obtained as follows: For each topic the number of 
times the topic was placed first was divided by the number of times it was placed last. These 
four ratios were then expressed in terms of the smallest as unity by dividing throughout by the 
smallest, the final figures being corrected to the nearest whole number. 


tended to help in the presentation of an 
even better third seminar series in the 
future. Since the 89 recipients were al- 
ready sufficiently interested in psychiatric 
problems to take the trouble to attend at 
least part of the preceding seminar series, 
they can, in no sense, be considered a 
random sample from the population of 
general practitioners. It is therefore hardly 
of value, or surprising, to learn that over 
90% of the replies indicated strong interest 
in psychiatric problems and a desire to 
receive further material provided that it 
were prepared specially to meet their 
needs. What is of significance is the an- 
swers received to questions concerning 
specific topics for future discussions. The 
needs expressed here coincided almost pre- 
cisely with the needs expressed in the 
Abstracts questionnaire and many sugges- 
tions obtained which would be of value 
in the future planning of both Seminars 
and Abstracts. 

A strong interest was expressed in the 


many problems associated with the man- 
agement of the mental defective and his 
relatives. Other physicians were concerned 
about their lack of knowledge of the 
subtleties of office interview and treatment 
techniques. As one physician confessed, 


I feel a little inadequate in office interviews, 
where my stethoscope, thermometer, and ex- 
amination table are removed. Also, in treat- 
ment, where my hypo needle, prescription 
blank, etc., are taken away. What can you 
do to help me? Your course has already 
helped a lot and your publicity angle with the 
newspapers has let many of my former pa- 
tients know I was interested. They now come 
expecting more time and interest. What can 
you do to help me further in helping these 
people ? 


In the Seminar survey, as in the Abstracts 
questionnaire, it became apparent that, as 
a group, general practitioners are primarily 


interested not in research, theoretical 
principles or abstract cases but in specific 
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problems, their recognition and _ their 
treatment. 

Returning now to the Abstracts ques- 
tionnaire, many useful suggestions were 
received. Although most physicians were 
apparently satisfied with the existing pro- 
cedure, several readers suggested that each 
issue be confined to one or two subjects 
which could then be treated more thor- 
oughly. Other specific suggestions occur- 
ring more than once were for the inclusion 
of articles on the therapeutic use of hyp- 
nosis, on the management of problems 
relating to mental deficiency, on medico- 
legal problems pertaining to mental ab- 
normality, on the differential diagnosis of 
retarded, brain damaged and schizophrenic 
children and articles on the treatment by 
the general practitioner of specific disease 
entities and specific psychiatric problems, 
especially the mildly neurotic patient. 

Several physicians commented sadly 
that their medical school training had pro- 
vided them with little or no psychiatry 
and that this gap became more and more 
apparent as their offce practice increased. 
What many physicians apparently require 
is some guidance in interviewing tech- 
niques and the methods by which danger 
signals may be recognized in time. One 
problem which seems to arouse much 
anxiety in the general practitioner is that 
of the patient’s anxiety, how to avoid its 
arousal and how to cope with the situa- 
tions when it occurs. An associated problem 
is how best to avoid manipulation by 
certain patients. 

Running through the responses to the 
Seminar survey, to the Abstracts question- 
naire and to the direct interviews were a 
small number of comments pertinent to 
the general practitioner’s personal reactions 
and to the gradual development of insight 
following exposure to basic psychiatric 
concepts and modes of thought. One gen- 
eral practitioner, although not in these 
words, discussed the problems of counter 
transference and the gradual realization of 
the important part that he himself played 
in the treatment of a particular patient, 
even though the ailment was primarily a 
physical one. This was particularly brought 
home to him during one period when he 
did not feel well himself and was conse- 


quently inclined to be terse and irritable 
in his dealings with patients. Gradually 
he awakened to the fact that his patients 
were getting very little out of their visits 
to him on these occasions and that they 
weren't even responding to simple sugges- 
tions relative to the method of taking their 
medication, This physician went on to 
report how meaningful it was to begin to 
understand his own emotional attitudes 
towards his patients. 

Another physician commented that he 
was now able to recognize that he became 
persistently annoyed with a particular pa- 
tient whom he had hated for many years. 
As a result of the literature he had read 
and the Seminars he had attended he is 
now able to realize much more clearly 
what had been happening between himself 
and the patient he had despised so much. 
This physician further reported that, with 
his change of attitude, he was able to sense 
a positive response on the patient's part. 

A number of general practitioners re- 
ported that they felt terribly guilty about 
seeing patients with psychiatric problems, 
or confirmed neurotics. They recognized 
that actually they did not want to see 
them and they felt uncomfortable about 
carrying patients along for a prolonged 
period of time and giving them nothing 
more material than “talk” to help them 
with their illnesses. Each of these general 
practitioners then related that he is now 
much more aware of his necessary role in 
the patient’s treatment and that, since he 
has reattained this awareness, he has been 
able to change his own attitudes towards 
his patients. The first practical step taken 
as a result of this developing insight was a 
rescheduling of office visits to allow more 
time for discussion of the many emotional 
factors involved. 

The report of one physician is worthy 
of direct quotation. It reads as follows : 


I have been doing many of these things in 
my relationships with my patients all my life 
and never gave myself any credit for it. Now 
that I have some understanding of the 
mechanisms involved I am certainly going to 
give myself credit—so now I like myself better. 


SUMMARY 
In conclusion and summary then, the 
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Carrier Clinic Abstracts of Psychiatry for 
the General Practitioner seems to be fairly 
successful in meeting a recognized need of 
the general practitioner for practical in- 
formation and guidance about commonly 
encountered psychiatric disorders. It is ap- 
parently also serving a function which is 
not quite as well recognized as a need by 
the average general practitioner—namely 
the need to develop partial insight into 
personal reactions and into doctor-patient 
interactions regardless of the nature of 
the presenting complaint. 

The editors and abstracting committee 
would be advised to develop their search- 
ing and abstracting techniques in two 
different directions. First, they have to 
recognize that a wealth of practical ma- 
terial of direct value to the general practi- 
tioner sometimes lies obscured beneath a 
mass of technical detail and highly pro- 
fessional idiom which is frequently only 
intelligible to the specialist and his spe- 
cialized cohort—and sometimes not even to 
them. It is the task of the editors to dis- 
cover, translate and edit the relevant por- 
tions of these articles and present them to 


the general practitioner in readable, yet 
still accurate, form. Second, they have to 
seek out, condense and collect under one 
roof the more significant of those non- 
specialist psychiatric articles which lie 
scattered from time to time throughout the 
3,000 or so medical journals which appear 
regularly somewhere in the world. Here 
the problems are primarily those of wise 
selection and good condensation. 

From the point of view of prospective 
authors the urgent need seems to be for 
concise and up to date information on the 
various problems associated with state and 
voluntary commitment procedures for men- 
tal patients. The other area where more 
articles are required is that of practical 
“know-how,” a sort of do-it-yourself manual 
for the family physician who has to cope 
with a wide variety of direct and reactive 
neurotic conditions in his general practice. 
Included in this latter type of article would 
be the provision of information and warn- 
ing signs which might advise the physician 
when to consider seeking more specialized 
psychiatric help elsewhere. 
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FACTORS IN THE SUCCESS OF A PUBLIC MENTAL HEALTH PROGRAM * 


MAURICE E. LINDEN, M.D.,? KENNETH E. APPEL, M.D..,° 
JOHN E. DAVIS, M.D.,* ann ROBERT A. MATTHEWS, M.D.° 


PROBLEMS 


The current popularization of mental 
illness as one of the country’s leading prob- 
lems of health, coupled with a widespread 
intensification of interest in the conservation 
of mental health and the prevention of 
mental illness, has alerted communities to 
the need for public mental health pro- 
grams. The last decade has witnessed the 
development of a number of such programs 
which in many instances have enjoyed 
less than hoped for effectiveness owing 
to a variety of factors, the most important 
of which follow. 

1. Widely prevalent gaps and deficiencies 
among preventive, therapeutic and recon- 
structive services.—The common experience, 
as related by mental health administrators 
in many places, has been an almost univer- 
sal tendency to develop extensively those 
services that are traditional and easily 
understood. Therapeutic programs, insti- 
tutionally oriented as a rule, although in 
short supply, are much more readily avail- 
able than preventive and reconstructive 
programs. The discontinuity of service thus 
realized tends to limit the total value of 
therapeutic efforts and to permit a fairly 
extensive rate of relapse among patients 
served. The effectivenes of the mental 
health program prior to 1956 in Philadel- 
phia in terms of treatment services can be 
approximately measured by an average 
year’s experience of the Philadelphia Gen- 
eral Hospital, psychiatric division. This 
unit has served as the major admission 
resource for most citizens seeking public 
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psychiatric care, and during the past sev- 
eral years has treated some 1,800 patients 
per year. Two-thirds of these patients have 
been returned to the community in various 
stages of improvement after an average 
stay of about 40 days. The relapse rate 
computed on the basis of readmissions 
within a year has been about 202%. 

2. Administrative divergence among 
agencies responsible for various aspects of 
program, including failure in mutual inter- 
communication.—In most populous localities 
mental health activities are found in a great 
variety of agencies. Therapeutic services 
are generally offered in state operated 
inpatient facilities, voluntarily operated 
inpatient general and psychiatric hospitals, 
clinics under multiple auspices, specialized 
units under the courts, under public and 
private health agencies as well as in numer- 
ous service groups ranging from care for 
dependent and neglected children under 
Welfare Departments to family service 
agencies. Customarily such service units 
are autonomous and are relatively un- 
related programwise to analogous facilities 
throughout the community. 

3. Absence of definitive information 
about communities’ mental health needs 
and resources.—Professional and non-profes- 
sional organizations attempting to translate 
the mental health needs of a given com- 
munity into service units have almost uni- 
formly discovered a scarcity of accurate 
local demographic, prevalence and _inci- 
dence statistics as well as a paucity of 
valid formulae for the development of new 
units or the expansion of old ones. 

4. Omission of a centralized multipur- 
pose official mental health agency capable 
of integrating and coordinating the net- 
work of communications—Many communi- 
ties desirous of establishing and developing 
mental health programs have discovered 
the absence of a unifying body ; or, where 
present, such mental health agency is often 
found to be limited in its scope of influence 
and operations. 
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FIRST STEPS 


The Commonwealth of Pennsylvania and 
its major metropolitan area, Philadelphia, 
undertook in 1952 and thereafter to correct 
the obstructing factors. The resultant ex- 
perience in mental health programming 
possesses unique elements of cooperation, 
integration, and coordination, which may 
well merit the attention of planning bodies 
desirous of establishing mental health pro- 
grams. 

The first significant events were the fol- 
lowing : 


1. The utilization of a comprehensive pub- 
lic health survey of Philadelphia. 

The local health and welfare council ac- 
complished a survey and report now known 
as “The Philadelphia Public Health Survey of 
1949.” Among its 192 unusually apt recom- 
mendations was the suggestion, widely sup- 
ported, that there be either a Bureau or a 
Division of Mental Health in the City. This 
report later served as an important reference 
point in the development of an intensified 
municipal public health program. 

2. The metropolis’ acquisition of a “Home 
Rule Charter” by referendum. 

The citizens of the municipality adopted a 
new city charter in 1952 which provided the 
basic administrative structure for the renais- 
sance of a great city and also provided the 
philosophical foundation for municipal govern- 
ment capable of devoting efforts to services 
to people. Since the city and county of 
Philadelphia are identical geographical regions, 
the charter provided for the abolition of the 
bulk of county governmental offices, thus 
making it possible for the City to negotiate 
directly with the State in the establishment 
and joint support of tandem services. 

3. The arrival of City and State admin- 
istrations dedicated to the establishment of 
service programs. 

The City of Philadelphia in 1951 and the 
Commonwealth of Pennsylvania in 1955 
elected governmental administrators, who, 
among a variety of community interests, were 
dedicated to improving the overall mental 
health program. The foresightedness, courage, 
and perseverance of the officials involved 
helped make into a reality the mental health 
program reform. 

4. The development of a Mental Health 
Division within the City’s Department of Pub- 
lic Health. 

In 1954 there was established within the 
Public Health Department of the city its first 


mental health division. Its main function was 
to become a medium of expression of the 
organizational and related needs of mental 
health agencies that already existed in the 
community and whose services and functions 
could be enhanced through a central coordi- 
nating body affording a focal point for all 
mental health programs. The division recog- 
nized its further responsibility to insure the 
provision of adequate services and clinical 
facilities to meet the community’s needs, sup- 
plementing the resources of voluntary organ- 
izations or higher governmental agencies as 
required and to the extent possible. 

5. Legislative establishment of a State Office 
of Commissioner of Mental Health in the De- 
partment of Welfare. 

The traditional position of Commissioner 
of Mental Health had been that of consultant 
to the Secretary of Welfare. A new law, 
enacted in 1955 establishing the new position 
of Commissioner of Mental Health with a 5- 
year tenure of office, gave the Commissioner 
full authority to initiate and coordinate mental 
health programs throughout the Common- 
wealth in accordance with defined needs. 


An informed and aroused public, embar- 
rassed by national statistics and local condi- 
tions which had given the State a rather 
poor grade on the national mental health 
report card, found its voice in joint rela- 
tionships among the many agencies whose 
coordination and integrated programs have 
now created some models of efficiency. 
Historically, the state mental health unit 
located in the Department of Welfare had 
encountered uniform difficulty in attempt- 
ing to establish local progressive mental 
health programs throughout the Common- 
wealth. This was largely owing to the 
absence of a local planning and program- 
ming body to which the state unit could 
relate its activities. 

The City of Philadelphia, a community 
of over 2% million people in a State of about 
11 million, for many years felt that it had 
not received a fair return from its tax con- 
tributions through a prorated proportion of 
mental health services. As a consequence 
there was a chronic state of disagreement 
between the two echelons of government. 
The mental health services available to 
the community were grossly inadequate. 
In an effort to rectify this situation and 
because the city had developed a receptive 
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unit ready to integrate mental health serv- 
ices, officials from the state and the city 
met to determine how best to merge their 
respective plans and resources. 

In 1955 the state legislature allocated 
to the Dept. of Welfare a large sum of 
money to improve the overall mental health 
program and to bring into every com- 
munity within the state a mental health 
program that could really meet local needs. 
A merger between the state and the city 
programs became a reality in July, 1955. 
In order for such merger actually to take 
place it was necessary at the outset to 
create unitary leadership over the two 
programs. The director of the city’s division 
of mental health was appointed to serve 
concurrently in the capacity of regional 
director of the state mental health program. 
The region was designated as the City of 
Philadelphia. 

Under such unitary direction it became 
possible to integrate the two programs, 
while keeping their major aspects discrete. 
The community program became almost 
exclusively preventive and rehabilitative 
mental health, while the state program pro- 
vided in- and outpatient services and clin- 
ical facilities. 

Prior to the merger, Philadelphia could 
boast of only 268 beds at its disposal for 
the admission and intensive treatment of 
psychiatric problems arriving from all 
quarters of the municipality. The city each 
year was able to process some 1,700 or 
1,800 patients from a potential resource of 
over 150,000. This meant that for every 
patient accepted for inpatient services, 
about 5 to 10 were returned to their homes 
without immediate care. As a rule only the 
most seriously ill patients were accepted. 
In addition, the one state hospital in the 
city, originally built to house some 4,300 
patients, had a swollen census of approx- 
imately 6,700 patients without additional 
facilities. As a consequence a balance had 
been struck between the Philadelphia Gen- 
eral Hospital psychiatric unit and the State 
Hospital so that about 10 patients per week 
were transferred from the General Hospital 
to the State Hospital. This rate was main- 
tained no matter how urgent became the 
needs of the community. 

Prior to the merger the city also had the 


equivalent of about 18 psychiatric out- 
patient clinics mostly for children. About 
43 were needed. In general few needed 
services in the field of public mental health 
were available. 

In accordance with the principle of first 
things first, emphasis of the merged pro- 
gram was placed initially on the needs of 
the mentally ill; in most instances needs 
for hospitalization. The endorsement of 
the new program in 1955 by the psychiatric 
departments of the city’s 5 medical schools, 
the state hospitals in and about the city, 
the involved general hospitals, the psychia- 
tric and psychoanalytic institutes, clinical 
agencies, the voluntary and official health 
and welfare units as well as responsible 
authorities made it possible to regionalize 
the mental health program as well as to 
develop cooperative services. A mental 
health orbit and a pattern of communica- 
tions were established. 


THE CONJOINT BOARD 


The regional director's first step was to 
create a governing board of control over 
the local program. This planning body 
became known as the Conjoint Mental 
Health Board and was made up of the 
following individuals : the State Secretary 
of Welfare, the City Commissioner of Pub- 
lic Health, the City Commissioner of Public 
Welfare, the State Commissioner of Mental 
Health, the Regional Director, the Execu- 
tive Director of the City General Hospital, 
the Superintendent of the Philadelphia 
State Hospital, the Executive Director and 
chief health consultant of the Health and 
Welfare Council, the Professor of Psychia- 
try of the University of Pennsylvania, the 
Executive Director of the regional Mental 
Health Association, and the Executive Di- 
rector of the Eastern Pennsylvania Psy- 
chiatric Institute. 

At the outset the Conjoint Board met 
weekly, sometimes oftener, in order to 
facilitate program development. Individual 
meetings were long and the debate exten- 
sive. An atmosphere of freedom for “talking 
and thinking through” the complexity of 
problems was regarded a sine qua non in 
order to develop the objectivity required 
by the leadership of a merged group of 
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independent agencies. Later the Board met 
monthly on a regular schedule. 

For the purpose of unifying admissions 
to various units, of evaluating incoming 
patients and making the best possible use 
of existing facilities, a reception center was 
created at the City General Hospital. Thir- 
ty-two beds were later made available 
here. This unit was staffed with several 
complete mental health teams able to per- 
form intensive, high caliber, rapid diag- 
nostic screening. Whereas this unit was ob- 
ligated to receive and evaluate all individ- 
uals referred to it, it was not obligated to 
hospitalize them. A policy was established 
that where hospitalization was postponed 
or obviated, some further care was pro- 
vided. This eventuated in a referral pro- 
gram as well as an outpatient service oper- 
ating at the center and offering follow-up 
as well as definitive therapies as indicated. 
The education and indoctrination of all 
community agencies and improved utiliza- 
tion of all existing mental health facilities 
were effected in large measure through the 
clinical activities of the reception center. 

As an outlet for the Reception Center, 
an orbit of 4 clinical inpatient units was 
established consisting of the following : 
the psychiatric unit of the Philadelphia 
General Hospital with 268 beds, the Phil- 
adelphia State Hospital with its acute and 
intensive therapy and admitting unit of 
285 beds, the Eastern Pennsylvania Psychi- 
atric Institute with a potential of 50 beds 
for children and 250 beds for adults, and 
a 100 bed psychiatric unit for adults and 
youth at the Mercy-Douglass Hospital op- 
erated under the psychiatric department of 
the University of Pennsylvania School of 
Medicine with funds received from the 
State Dept. of Welfare. 

The reception center was placed organ- 
izationally under the Philadelphia Regional 
Office which represents the point of liaison 
between the state and the city. In Phila- 
delphia the program was created before 
the administrative device. Thus it may be 
said that the administrative device was the 
creature of the program. The Conjoint 
Mental Health Board supervised the entire 
program and became the topmost policy 
making group in its administration. This 
still operating Board is “unofficially offi- 


cial” and has gained considerable status 
in the community. It may be thought of as 
analogous to a mental health authority. 
The Board’s recommendations have been 
traditionally regarded as directives by the 
State Department of Welfare. 

Since in 1955 the State Secretary of Wel- 
fare and the State Commissioner of Mental 
Health had assigned authority to the Con- 
joint Mental Health Board to pass on grant- 
in-aid requests coming from any mental 
health agency in the community, the Board 
developed a subordinate project-evaluating 
unit known as the program and allocations 
committee, which was made up of the 
regional program staff and appropriate 
community and professional representa- 
tives. 

The direct operation of the reception 
center at the outset was under a board of 
control known as the admissions and policy 
board. This group consisted of the junior 
opposite number of the major administra- 
tor of each clinical unit represented in the 
total orbit of facilities, plus the staff of the 
regional program. An additional advisory 
unit was established under the admissions 
and policy board and was designated the 
sub-committee on services to emotionally 
disturbed children. Several ad hoc com- 
mittees were likewise established for cir- 
cumscribed areas of program. The consid- 
erations and deliberations of the various 
units, as well as the specialized experiences 
of their members, constituted a kind of 
built-in self evaluative device for the entire 
operational program. 


PROGRAM EFFECTS 


The major mental health program that 
followed upon the inception of the various 
planning units was developed in most in- 
stances without need for special legislation. 
Important benefits were realized quickly. 
When the program began, on any single 
day in Philadelphia there were about 150 
so-called “mental patients” in the city’s 
prisons. They consisted of epileptics, men- 
tal defectives, the retarded and psychotics 
of various age groups. To remove such 
patients from the correctional institutions, 
it was necessary to make room in the local 
state hospital. 

Three regional private facilities were 
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brought into the program through state 
subsidization via a boarding-out program. 
A private mental hospital, a private hos- 
pital for the care of the aged and chron- 
ically ill, and a well equipped and operated 
nursing home were pressed into service. 
Each accepted 50 patients from the pub- 
lic mental hospital for an agreed upon 
daily stipend. Appropriate aged and long- 
term patients were selected and transferred 
to the newly participating units. 

Almost immediately it became possible 
to remove to the new units persons who 
had been placed in protective custody in 
the prisons and who came under the juris- 
diction of the mental health program. Sub- 
sequently all patients placed by the lower 
courts in temporary custody in prisons 
were directed to clinical services in a mat- 
ter of hours through the mental health pro- 
gram, and it has been possible to keep out 
of prison mentally ill persons without crim- 
inal complications. At a later date, when 
the boarding-out program was no longer 
necessary, it was still possible to process 
the mentally ill through the reception cen- 
ter and to keep them out of jail. 

As increasing numbers of persons uti- 
lized the mental health program, negotia- 
tions were completed with private mental 
institutions to accept at reduced rates, 
patients from the less favored socio-eco- 
nomic groups. 

New preventive and rehabilitative serv- 
ices within the community were introduced, 
including an intensification of the city’s 
preventive mental health program utilizing 
a variety of public education methods, sys- 
tems for professional development, and 
counseling and advisory services in educa- 
tional institutions as well as maternal and 
child health units. In addition, mental 
health units were established in each of the 
city’s district health centers while a mental 
health home visit and home care program 
was established making use of the tradi- 
tional cooperating disciplines of psychiatry, 
psychology, psychiatric social work and 
public health nursing to which were added 
the public health clinical laboratory and 
the general medical services of public 
health physicians. Municipally operated 
mental health conferences and clinical 
services were established for pre-school 


age children throughout the city. The “open 
door policy” was introduced in the state 
hospitals, and a vast “remotivation” pro- 
gram was developed for long-term patients. 

Rehabilitation units in the community, 
including modified half-way houses, voca- 
tional guidance centers and sheltered work- 
shops as well as specialized residential 
care units of various types, were pressed 
into service for all age groups, with special 
emphasis upon the readaptation to com- 
munity living of discharged patients from 
regional institutions. 


SERVICES TO AGE GROUPS 


The needs of the mentally ill aged re- 
ceived particular attention. Voluntary and 
official agencies undertook to improve the 
standards of care in nursing homes and 
homes for the aged while training devices 
for superintendents and administrators of 
care facilities for the aged were developed 
and employed. A number of carefully 
developed and interlacing studies of the 
needs of an aging population were com- 
pleted by several participating units with 
the result that there emerged new methods 
of dealing with the problems of older 
people as well as new systems of financing 
with public funds. A truly unique coopera- 
tive venture among the State Department 
of Welfare, the City Department of Public 
Heelth and the City Department of Recre- 
ation brought into being a health oriented 
preventive mental health service for older 
adults; known as the Adult Health and 
Recreation Center. 

The member units of the public mental 
health program merged with counterpart 
agencies serving youth and succeeded in 
establishing a large scale group psycho- 
therapeutic program for juvenile offenders 
and cases of misbehavior. Responding to 
the advancing needs of a growing mental 
health program, the public school system 
of Philadelphia developed two mental 
health units among its intrinsic services. 
One of these was designed for short term 
psychiatric counseling to teachers, while 
the second served as the diagnostic, eval- 
uating and screening unit for the emotional 
needs of selected school children, effecting 
referrals to clinical facilities as indicated 
for protracted therapy. Group treatment 
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methods were introduced into the correc- 
tional institutions under the Philadelphia 
Department of Public Welfare as well as 
in ‘the probationary units under the munici- 
pal courts. 

A vast survey of mental health facilities 
available to the community eventuated in 
the publication of a Mental Health Direc- 
tory and Handbook of Mental Health Fa- 
cilities which was widely distributed to 
appropriate persons and agencies in the en- 
tire Philadelphia Metropolitan area. The 
latter measure made possible better utiliza- 
tion of a wide assortment of available men- 
tal health agencies whose services and pro- 
grams thus became better known to the 
professional disciplines. 


PROCEDURAL CHANGES 


New systems of commitment, referral 
and transfer were promoted. Outstanding 
among the latter was the development 
of a petition procedure initiated by the 
City’s division of mental health, approved 
by the municipal courts and honored by the 
Police Department which authorized the 
use of the police-ambulance service for 
the conveyance of involuntary patients to 
the reception center for diagnostic evalua- 
tion in emergency situations. Cooperation 
was solicited and readily obtained from the 
legal departments and courts of both ech- 
elons of government. Innovations in serv- 
ices and procedures whose necessity was 
validated were sanctioned without delay. 

The psychological, research and statistics 
units of the mental health division of the 
city and of the state’s regional program 
joined forces in establishing and main- 
taining statistical control over the entire 
program. A variety of research projects 
was embarked upon. The results of such 
studies served as continuous guides to fur- 
ther programming. Clinical centers under 
voluntary auspices were expanded and ex- 
tended wherever possible. Federal, state 
and local funds were directed to appropri- 
ate units with the result that outmoded 
facilities were enabled to rebuild and build 
anew in-service units for all age groups. 
Voluntary general hospitals were encour- 
aged and aided in the development of 
inpatient psychiatric units. 

Since the 5 medical schools of the city 


had merged psychiatric interests at the 
Eastern Pennsylvania Psychiatric Institute, 
while the mental hospitals and the recep- 
tion center programs converged at the 
Conjoint Mental Health Board, and since 
the people of the city as well as the 
interests of all other psychiatric facilities 
and related agencies joined forces at the 
Division of Mental Health, the axis of 
these 3 units, Division-Board-Institute, con- 
stituted the nerve center of the regional 
mental health program. 


THE RECEPTION CENTER 


Undoubtedly one of the most outstand- 
ing features of the entire regional mental 
health program has been the establishment 
of the reception center operated under 
state auspices and located in the Philadel- 
phia General Hospital. This unit began 
operation the middle of 1956. Its program 
and activities have mushroomed to an un- 
precedented degree. Its 1958 statistics are 
testimony to the importance to the com- 
munity of this unit. In that year the recep- 
tion center treated 5,087 patients, 4,042 of 
whom were first admissions and 1,047 re- 
evaluations. In addition this unit conducted 
2,846 follow-up visits. After beds were 
made available in May of 1958, the recep- 
tion center itself served 934 patients on an 
inpatient status and released such patients 
to the community. To accomplish its serv- 
ices this unit employed 8 full-time and 2 
part-time psychiatrists, 8 residents for 
night and weekend service, 1 internist, 2 
full-time psychologists, 3 full-time social 
workers, 6 registered nurses, 7 practical 
nurses, 15 attendants, 3 food workers and 
8 clerks. 

It is to be noted that each of Philadel- 
phia’s 5 medical schools (plus about 70 
other establishments) conducts outpatient 
psychiatric clinics where patients requiring 
hospitalization are seen. The professors of 
psychiatry state that the fact that the recep- 
tion center exists as a distribution point to 
other hospitals has been a great service to 
the clinics and has saved much staff time. 
In addition to patients being referred from 
clinics related to the teaching hospitals, 
patients requiring in-service care fre- 
quently are brought to university receiving 
wards. Through the division of mental 
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health the help of the Police can be readily 
obtained and has often been of great value. 

An additional example of the cooperative 
relationship among participating units in 
the regional program is the utilization of 
the reception center as a source of patient 
material for research projects being con- 
ducted by the medical schools or other 
academic units. The 4 inpatient facilities 
that constitute the regional mental health 
orbit provide adequate facilities for psychi- 
atric teaching in medical centers. Many ad- 
ditional services, programs, and projects 
have been in operation as a development of 
the program, but their description is not 
within the scope of this paper. 

The program has gained momentum with 
the result that greater numbers of persons 
receive treatment earlier and are returned 
to community effectiveness sooner than was 
predicted by even the most optimistic ob- 
servers. The success of this program was 
achieved largely through the better utiliza- 
tion of existing facilities. 


NEW PROBLEMS 


While the mental health program to a 
large extent represents a successful venture 
in which the community and its surround- 
ing Commonwealth take considerable 
pride, it is well to point out that each solu- 
tion to a problem has usually uncovered 
new problem areas. Facilities for the in- 
patient care of children are still present in 
inadequate numbers ; emotionally disturbed 
children tend in numerous instances to back 
up into units inappropriate for their care. 
Therapeutic and preventive services for 
the aged are still available in only token 
measure. More public mental hospital beds 
are still needed in this geographical area. 
Consideration is now being given to the 
question of building new state psychiatric 
units as against the possible subsidization 
of voluntary facilities. Budgetary limita- 
tions continue to modulate the growth and 
progress of the program. Increasing effec- 
tiveness and popularity of the program 
bring ever increasing numbers of patients 
to the mental health units, thus producing 
bottlenecks, with the result that emergency 
care becomes protracted for many individ- 
uals for whom hospitalization would prob- 
ably be more desirable. 


Perhaps one of the most attractive fea- 
tures of the program has been its use of 
bits of programs and services operating 
in many places and which have been in- 
corporated into a unified overall operation. 
The following are a few examples. The 
inspiring success of England’s state insti- 
tutions encouraged the local mental hos- 
pitals to open many wards ; the home care 
program has been patterned to a consider- 
able extent along the lines of that in opera- 
tion in Amsterdam, Netherlands; the 
experience of the State of Massachusetts 
with respect to services for the aged was 
used early as a blue-print for the Philadel- 
phia program ; a foster care program pat- 
terned after that in Maryland has been 
found eminently successful in caring for 
substantial numbers of former inpatients ; 
the programs of New York’s recreation 
centers for the aged were emulated in 
developing the adult health and recreation 
center in which the novel feature has been 
the incorporation of psychiatric and other 
medical and surgical services, consultations 
and referrals; New Jersey's Menlo Park 
experience with youth in trouble served as 
a guide to the state-city regional program 
for youngsters with behavior problems ; 
a New York unit of identical name was 
emulated in Philadelphia’s Fountain House 
community readaptation program ; the day 
center principle of Montreal was studied 
for local development ; and Ohio’s program 
on mutual patient transfers between homes 
for the aged and mental institutions was 
duplicated locally. 


SUMMARY 


The following factors have likely been 
paramount in the operational success of 
the Philadelphia regional mental health 
program : 

1. Excellent timing of the program co- 
inciding with the peak development of 
interest and goodwill on the part of an 
informed public and dedicated govern- 
ments ; 

2. Intensified and continuous commun- 
ication among popular representatives, 
professional staffs and political bodies ; 

3. Creation of two important cooperat- 
ing governmental mental health units—the 
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Philadelphia division of mental health 
within the Department of Public Health 
and the State of Pennsylvania’s office of the 
Commissioner of Mental Health within the 
Department of Welfare (now Public Wel- 
fare) ; 

4, Establishment and continuation of the 
Conjoint Mental Health Board ; 

5. Creation and intensification of the 
programs of the reception center ; 

6. Maintenance of continuous and per- 
petual statistical control over all aspects 
of the program ; 

7. Constant application and initiation of 


various researches and surveys including 
program self-reevaluation ; 

8. Attention to all of the community’s 
mental health needs in a comprehensive 
program ; 

9. Utilization of operational elements 
proved effective in other localities (prof- 
iting vicariously from others’ mistakes ) ; 

10. Involvement of the lay and profes- 
sional communities wherever possible ; 

11. Encouragement of leadership at the 
lowest possible echelon of responsibility in 
the overall administrative pattern. 

12. Giving credit where due in public 
and press relations. 
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CLINICAL NOTES 


PSYCHOPHARMACOLOGICAL AGENTS : A SELECTIVE SURVEY’ 


JAMES P. CATTELL, M.D.* 


Each drug is listed as follows : chemical 
(generic) name, rating (see below), regis- 
tered name and manufacturer, range of 
daily dosage, side effects and general com- 
ments. 

Rating Scale: Each drug is rated ac- 
cording to the following system : 

Effectuality: | Toxicity and Side 
Reactions : 
Good—1 Mild—A 
Fair—2 Moderate—B 
Poor—3 Marked—C 
Thus, an effectual drug with minimal tox- 
icity and side effects is designated : 1A ; an 
ineffectual drug with marked side effects 
or toxicity : 3C 


I. The Neuroplegics (used primarily for psy- 
chomotor agitation). 
A. Phenothiazine Derivatives : 
Chlorpromazine, 1B (Thorazine-SKF), 
25-250 mg. q.i.d. Jaundice, liver dam- 
age, agranulocytosis, urticaria, contact 
dermatitis, photosensitivity, GI syn- 
drome, Parkinsonism, akathisia, con- 
vulsive seizures, depersonalization, 
depression, hypotension, drowsiness, 
fatigue and cataleptic seizures report- 
ed. Possibility of liver damage war- 
rants greatest caution. 
Promazine, 2B, (Sparine-Wyeth), 50- 
250 mg. t.id. Same side effects as 
chlorpromazine. Less photosensitivity 


and jaundice but higher incidence of 


seizures. 

Mepazine, 2C, (Pacatal-Warner-Chil- 
cott, 25-50 mg. t.i.d. Same side effects 
as chlorpromazine but possibly more 
agranulocytosis, seizures and atro- 
pine-like action. Regarded by some as 


1Based on literature available about each drug 
as of June, 1959 and our experience at the Columbia- 
Presbyterian Medical Center. Dr. Sydney Malitz, 
Acting Chief Research Psychiatrist, N. Y. State Psy- 
chiatric Institute has made a significant contribution 
to the application of the rating scale in the survey. 
His cooperation and assistance are appreciated. 

2Assistant Clinical Professor of Psychiatry, College 
of Physicians and Surgeons, Columbia University. 
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ineffectual and too toxic for general 
use, 

Proclorperazine, 2B, (Compazine-SKF), 
5-30 mg. t.i.d. Fewer side effects than 
chlorpromazine but higher incidence 
of Parkinsonism, akathisia, dyskinetic 
syndrome. 

Perphenazine, 2B, (Trilafon-Schering), 
2-6 mg. t.i.d. Fewer side effects than 
chlorpromazine but marked akathisia 
and dyskinetic syndrome as well as 
convulsive seizures, cataleptic attacks 
in children and galactorrhea and an- 
gioneurotic edema. Relative effectual- 
ity : controversial ; regarded as equal 
to chlorpromazine by some. 

Promethazine, 3A, (Phenergan-Wyeth), 
100-150 mg. daily. Harmless and in- 
effectual. 

Triflupromazine, 2B (?), (Vesprin- 
Squibb), 100-150 mg. daily. Rela- 
tively new. Agranulocytosis already 
reported. More data needed. 

Trifluoperazine, 2A (?), (Stelazine-SKF), 
1-8 mg. t.id. Fewer side effects than 
chlorpromazine. Parkinsonism, aka- 
thisia, dyskinetic syndrome, agitation 
and turbulence prominent—mostly con- 
trollable by anti-Parkinsonian drugs 
or reducing dosage. Further data 
needed. 

Thiopropazate, 2B, (Dartal-Searle), 2-10 
mg. t.i.d. Parkinsonism, akathisia and 
dyskinetic syndrome prominent. More 
data needed. 

Piperidinochlorphenothiazine, 1C, (NP 
207-Sandoz). Produced retinal degen- 
eration during investigation phase. 
Never marketed. 

Acepromazine, ?B or C, (Notensil- 
Crooks-Barnes ?), ? dose. Hypoten- 
sion, seizures, loss of peripheral re- 
flexes. (Has been withdrawn from 
investigation P). 

Thioridazine HCl, 2A, (Mellaril-San- 
doz), 25-200 mg. t.id. (TP 21—when 
under investigation.) More data 
needed. 


. Rauwolfia Alkaloids : 


Reserpine, 2B, (Serpasil-Ciba ; also other 
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companies), 0.5-1 mg. b.i.d. Jaundice 
and agranulocytosis not reported. Skin 
reactions, Parkinsonism, akathisia, dys- 
kinetic syndrome, seizures, depres- 
sion with suicidal ideation, deperson- 
alization, hypotension, drowsiness, 
fatigue, excitement, edema and rup- 
ture of peptic ulcer reported. 
Deserpidine, Canescine, Recanescine, 3B, 
(Harmonyl-Abbott), 0.24-2 mg. t.i.d. 
Fewer side effects claimed than with 
reserpine. Further data needed. 


increased peristalsis, cardiac dys- 
rhythmia, hypotension with shock, 
rashes, angioneurotic edema, purpura, 
itching, drowsiness, euphoria, restless- 
ness, hypomanic conditions, diplopia 
and coma. Addiction and withdrawal 
syndromes reported. Potentiates alco- 
hol, barbiturates and antihistamines. 


Phenaglycodol, 2A, (Ultran-Lilly), 300 


mg. t.id. Said to allay anxiety without 
dulling mental acuity or awareness. 
Further data needed. 


Rescinnamine, 3B, (Moderil-Pfizer), C. Other : 
0.25-0.5 mg. b.i.d. May be as effectual Chlormethazanone, ?, (Trancopal-Win- 
as reserpine but with fewer side ef- throp), 100 mg. t.id. Primarily a 
fects. Further data needed. muscular relaxant, with tranquilizing 
II. The Tranquilizers (for anxiety-tension action. Further data needed. 
states). III. Stimulants (Anti-Depressives) : 
A. Diphenyl Methane Derivatives : A. The Hydrazines : 
Azacyclonal, 3B, (Frenquel-Merrill), Iproniazid, 2C, (Marsilid-Hoffman-La- 


200-400 mg. daily. An analogue of 
pipradol HCl. Introduced as an anti- 
hallucination and anti-confusion drug. 
Value not confirmed. Animal experi- 
ments indicate it may produce hepati- 
tis and pancreatic lesions. 
Benactyzine, 3B, (Suavitil-Merck) 1-3 
mg. daily. Contraindicated in “hostile” 
patients. May produce concentration 
difficulty, depersonalization, paresthes- 
ias, muscle weakness, dizziness, ten- 
sion, nausea, vomiting, dry mouth, 
diarrhea, ataxia, palpitation, apathy, 
indifference. Recently combined with 
meprobamate (Deprol-Wallace) as an 
antidepressant—rating : 3B. 
Hydroxyzine, 2A (?), (Atarax-Roerig), 
10 mg. t.i.d. Of questionable value ex- 
cept in very mild anxiety. No side 
effects yet reported. 
Phenyltoloxamine, 2A (?), (PRN-Bris- 
tol), 25-50 mg. b.id. Boston Psycho- 
pathic Hospital study on normals : 
Useful in relieving muscular tension 
and has sedative effect without motor 
or intellectual impairment. No auto- 
nomic or visual side effects. (Perhaps 
this drug should be listed with the 
non-barbiturate sedative-hypnotics in 
Section IV.) 


B. The Substituted Propanediol Group : 


Meprobamate, 2B, (Miltown-Wallace ; 
Equanil-Wyeth) , 200-400 mg. t.i.d. No 
convincing studies demonstrating the 
superiority of tranquilizers to bar- 
biturates. Meprobamate medication 
associated with production of fever, 
malaise, nausea, vomiting, headache, 


Roche), 10-25 mg. t.i.d. (1-isonicotiny] 
2-isopropyl hydrazine). Anti-depres- 
sive value varies: 30-90% improve- 
ment reported. Side effects : dizziness, 
ataxia, loss of muscular tonus, hypo- 
tension, accommodation disturbances, 
headache, dry mouth, flushing, sweat- 
ing, euphoria, confusion, restlessness, 
depression. Edema, dyspnea, cardiac 
failure and neuralgic pain also re- 
ported. Acute yellow atrophy of the 
liver has been reported by several 
investigators—with a number of fatal- 
ities. 


Phenelzine dihydrogen sulfate, ? , (Nar- 


dil-Warner-Chilcott), 15 mg. t.i.d. (B- 
phenylethylhydrazine dihydrogen sul- 
fate). Reported to be less toxic than 
iproniazid but as effectual in relieving 
endogenous depression. Hypotension, 
nausea, ankle edema, transient im- 
potence and micturition reported. 


B-phenylisopropylhydrazine HCl, ?, 


(Catron-Lakeside, 12-3 mg. daily.* All 
of the hydrazines inhibit monamine 
oxidase, thus protecting serotonin 
from being broken down. Catron re- 
portedly inhibits brain MAO without 
affecting liver MAO and thus is safer 
than iproniazid, which affects liver 
MAO first. Side-effects : Hypotension, 
red-green visual defect, may be po- 
tentiating with other MAO inhibitors, 
may mask coronary insufficiency and 
overdose can produce liver damage. 
To be released for sale soon. 


Nialamide, ?, (Niamid-Pfizer), ? dose, 


3Initial and maintenance dosages. 
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(N -isonicotinoyl -N’ -B -[ N -benzy] -car- 

boxamido] ethyl hydrazine). Under 
investigation. Reportedly a potent anti- 
depressant that is effective within a 
few days and is relatively free of ad- 
verse side effects. Not yet released. 


B. The Amphetamines : 


Dextroamphetamine, 2B, (Dexedrine- 
SKF), 2.5-10 mg. t.i.d. Side-effects : 
Anorexia, insomnia, palpitation, anxi- 
ety and feeling of being “driven.” Non- 
toxic when used in therapeutic doses 
under medical supervision. Contra- 
indicated in patients with cardiovas- 
cular disease. 

Dextroamphetamine with amytal, 2A, 
(Dexamyl-SKF), dose : same as above 
(includes 30 mg. amobarbital per 5 
mg. D-amphet.) D-amphetamine side 
effects minimum or absent if dose is 
properly adjusted. Effect is to allay 
anxiety, relieve depression and facil- 
itate integrated functioning. Often 
neutralizes depersonalization phenom- 
ena. 

Methamphetamine, 2B, (Desoxyn-Ab- 
bott), 2.5-5 mg. t.i.d. Effectuality and 
side effects lie between dexedrine and 
dexamy]. 

>. Other Anti-Depressives : 

Methylphenidate HCl, 2B, (Ritalin- 
Ciba), 5-10 mg. t.i.d. This drug and 
pipradol reportedly do not produce the 
unpleasant side effects of the ampheta- 
mines. Actually, they do. A shock-like 
condition may develop with tremor, 
sweating, tachycardia, headache, ver- 
tigo, motor restlessness. 

Pipradol HCl, 2B, (Meratran-Merrill), 
1-2.5 mg. t.i.d. May produce insomnia, 
nausea, skin rash. May aggravate exist- 
ing anxiety and produce psychotic 
phenomena. Said to be contraindicated 
in patients with anxiety, hyper-excit- 
ability, paranoia, agitation and obses- 
sive compulsive states. Some investi- 
gators report that the amphetamines 
are more effectual than either of these 
preparations. 

Deanol, 3B, (Deaner-Riker) , 25 mg. t.i.d. 
The few available reports find this 
drug useful in mild depression. The 
rating given reflects that impression 
at the N. Y. State Psychiatric Institute. 


Imipramine, 1B, (Tofranil-Geigy), 25-75 
mg. t.i.d. Beneficial in endogenous de- 
pressions. Use with neuroplegics in 
agitated depressions suggested. Most 
side effects occur in patients receiving 
more than 200 mg. daily. One-third 
of 84 patients (Lehmann) had side 
effects of the following types : Hypo- 
tension, seizures, tremors, diplopia, in- 
voluntary staring, visual hallucinations, 
agitation. Side effects more common 
in patients over 65. This drug is a 
monamine oxidase facilitator—in con- 
trast to the hydrazines. 

IV. Non-Barbiturate Sedatives and Hypnotics : 

Methylparafynol, 2B, (Dormison-Scher- 
ing), 250-500 mg. b.i.d. 

Glutethemide, 1B, (Doriden-Ciba), 125- 
250 mg. t.id.; 500 mg. hs. 

Ethchlorvynol, 2B, (Placidyl-Abbott), 
250-500 mg. b.i.d. 

Methyprylon, 2B, (Noludar-Hoffman, 
LaRoche), 50-200 mg. b.i.d. 

Oxanamide, 3B, (Quiactin-Merrill) 800- 
1000 mg. daily. 

Ethinamate, 2A, 
mg. p.r.n. 


(Valmid-Lilly), 500 


These drugs are recommended by their 
respective producers as being as effectual 
as the barbiturates but free of the possibil- 
ity of habituation. In addition, there is 
said to be no hangover the morning after ; 
e.g., drowsiness, haziness, and fatigue. 
There may be less of the latter in the case 
of some of them. None is as effectual hyp- 
notically as secobarbital and amobarbital 
for sleep disturbances for which these are 
usually prescribed. Most of these newer 
preparations present the disadvantages of 
barbiturate daytime sedation : drowsiness 
and fatigue. Other side effects: Dormi- 
son: dizziness, mood lability, irritability, 
depression, distortion of time sense and 
body image, amnesia and vomiting. Dori- 
den : drymouth, itching, dermatitis, nausea 
and, most important : increasing tolerance, 
addiction and severe withdrawal symp- 
toms : abdominal pain, restlessness, panic 
and clonic spasms. 


4Malitz, S. : J. Chronic Dis., 9: 278, March 1959. 
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ISOCARBOXAZID (MARPLAN) 
IN AMBULATORY PSYCHIATRIC PATIENTS 


HARRY F. DARLING, M.D.1 


The use of isocarboxazid in hospitalized 
patients has been previously described(2). 
This paper describes its use in 25 private 
ambulatory depressed patients and 5 schizo- 
phrenics. Three of the schizophrenics were 
mixed with affective components, and 2 
were catatonics. Except in the case of 2 of 
the chronic brain syndromes the depres- 
sions were of relatively recent origin (3 to 
15 months ), and the remaining cases of de- 
pression were as recent. Initial dose for the 
depressed patients varied between 20 mg. 
and 60 mg. daily, and mean maintenance 
dose was 30 mg. daily. The schizophrenics 
were given 30 mg. daily for a week and 
only then increased to 60 mg. in an attempt 
to decrease the incidence of initial side ef- 
fects ; mean maintenance dose was 40 mg. 
daily. All cases were under treatment 3 or 
more months. Improvement is shown in the 
accompanying table. 

One schizophrenic had been hospitalized 
10 months in the psychiatric unit of a 
Veteran’s Administration hospital and re- 
ceived group and individual psychotherapy 
—and nothing else. He was sent out of the 
hospital in the hope that he might adjust 
in society and with the recommendation 
that if he did not he should go to a chronic 
rehabilitation hospital. A personality change 
had been going on at least 7 years. After 2 
weeks specific treatment his affective com- 
ponent cleared up and he began not only 
working but also occupying himself in 
home handicraft projects of a technical 
nature. His other schizophrenic features 
rapidly receded and he and his family 
feel he is as good as, if not better than, he 
was 7 years ago. The other schizophrenics 
had noted disturbing symptoms for one to 
8 years. One catatonic improved markedly, 
another moderately. The unimproved 
schizophrenic was one with affective com- 
ponents. 

The obsessive-compulsive patient was 


1 Baldpate, Inc., Georgetown, Mass. 


particularly interesting in that the results 
confirmed the findings of Arnot(1) who 
noted improvement in all 5 cases of this 
disorder treated with hydrazines. 

Side effects included 2 patients with 
hypotension, alleviated by a pressor agent, 
and one with hypotension and equilibrium 
disturbance who could not tolerate even 
10 mg. daily. One case of edema was con- 
trollable by diuretics and the other was 
not ; both were aged. 

The drug began to act within 3 days to 
4 weeks of treatment. 


DISCUSSION 


Nothing need be said about the depressed 
patient that has not already been said about 
hydrazine therapy, but regarding the 
schizophrenics there is now a total of 12 
cases treated by the writer(2) and 8 by 
an associate(4), not including the vege- 
tative group previously reported(2). Six 
of these cases improved markedly, 5 
moderately and 3 minimally. Improved 
cases have been catatonics and mixed-af- 
fectives, more of the former. Even in rela- 
tively low doses iproniazid has been shown 
—in a very scientifically controlled and 
objective paper by Freymuth(3)—to im- 
prove 50% of chronic and regressed schizo- 
phrenics. In the confusing array of litera- 
ture on neurohormones it has been shown 
by Sano(5) that chlorpromazine elevates 
serotonin, and it is possible that part at 
least of the effect of pheaothiazines on the 
brain may be much more tangent to that 
of hydrazines than we realize. In the 
writer's opinion hydrazines are the treat- 
ment of choice in schizophrenics who have 
affective components, although by no means 
the first choice in catatonics, but should 
not be overlooked if other methods are 
not working well. In the writer’s opinion 
high doses are indicated for optimum re- 
sults and seem to be possible with isocar- 
boxazid. 
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IMPROVEMENT 


Diagnosis No. Cases 
Anxiety neurosis 

Obsessive-compulsive 

Involutional 

Dyssocial reaction 

Depressed manic 

Chronic brain syndrome 

Schizophrenia 

Total 


Marked Moderate 
4 3 


Minimal 


SUMMARY 


Isocarboxazid appears to be a very work- 
able hydrazine derivative for treating 
ambulatory depressions, and is of use as 
well in certain cases of schizophrenia. Rela- 
tively high doses are possible with relative- 
ly few side effects. The isocarboxazid for 
this study was supplied by Roche Labora- 
tories (trademark, Marplan). 


BIBLIOGRAPHY 
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PROBLEMS IN EVALUATION OF R-1625 


HERMAN C. B. DENBER, M.D., PAUL RAJOTTE, M.D., anp 
DOROTHY KAUFFMAN, R.N.1 


Several continental investigators have 
reported unusually successful results in the 
treatment of acute and chronic psychotic 
patients with 1-(3-p-fluorobenzoylpropy])- 
4-p-chloropheny]-4-hydroxpiperidine( 1-3) .? 
The absence of a phenothiazine nucleus 
and its ability to produce extrapyramidal 
reactions in a large percentage of patients 
suggested the desirability of further trials. 

Thirty acute and chronic female patients 
(ages 23-61) were studied under standard 
conditions (i.e., daily observations ; weekly 
team review; laboratory studies). They 
were hospitalized 10 days to 5% years, and 
diagnosed for the most part as dementia 


1 Research Division, Manhattan State Hospital, 
Ward's Island, New York 35, N. Y., and College of 
Physicians and Surgeons, Columbia University, New 
York, N. Y. 

2R-1625 was provided through the courtesy of 
Dr. Thomas H. Hayes, G. D. Searle & Company, 
Chicago, Ill. 


praecox; 3 were manic-depressive. Pre- 
senting symptoms extended from maniacal 
excitement to depression, while moderate 
to severe thought disorders were present. 

The initial dose ranged from 1 to 10 mg. 
tid. with 14 patients receiving between 
1-3 mg. t.id. At the end of the study, 15 
patients were receiving between 5 and 30 
mg. t.id. The duration of treatment was : 
1-19 days—9 patients ; 20-59 days—11 pa- 
tients ; 80-100 days—5 patients ; more than 
100 days—5 patients. An extrapyramidal 
syndrome was the most frequently observed 
side effect (12 patients), was fairly inca- 
pacitating, requiring anti-Parkinson drugs. 
There were no abnormal changes in the 
white or red blood counts ; bilirubin, ceph- 
alin flocculation or thymol turbidity tests. 
The total blood cholesterol was elevated in 
2 patients. R-1625 had no blocking effect 
upon mescaline. 
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The results were: much improved—4 ; 
improved—5 ; unchanged—21. Psychotic be- 
havior in some patients was intensified with 
increased anxiety, restlessness and addition- 
al symptoms. Three of the 4 much im- 
proved patients were depressed and showed 
rapid disappearance of this affect between 
2-7 days after medication was started. 
Acute psychomotor agitation was refractory 
even where the drug was given intra- 
muscularly in high doses (5 patients). 


DISCUSSION 


Improvement in depressed patients on 
the research ward has at times been ob- 
served without any treatment other than 
the intensive social therapeutic program. 
For this reason, we cannot be absolutely 
certain that R-1625 was the effective agent. 
This is the first time a compound has been 
studied with the present group of patients 
which produces fairly severe extrapyra- 
midal symptoms, and yet has relatively little 
therapeutic effectiveness. 

Our inability to confirm the European 
results raises several interesting questions 
which cannot be definitely answered at 


present. It is necessary to compare (a) the 
patient population, (b) dose range, (c) 
criteria for improvement, and (d) the in- 
vestigator’s technique. The latter has been 


considered elsewhere(4). Items “a” and 


“c” were approximately identical (personal 
observations ), and our doses were in excess 
of those used by others(1-3). Finally, it 
was supposed that the product used was 
not identical to that furnished abroad(5). 

The absence of any blocking action 
against mescaline supports previous com- 
parative observations with other more 
effective drugs. 


SUMMARY 


It was not possible to influence the clini- 
cal picture in 21 of 30 acute and chronic 
female psychotic patients following treat- 
ment with R-1625. 
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HEAT STROKE WITH MEPAZINE THERAPY 


WALTER L. FORD, M.D.1 


The report by Mahrer, Bergman and 
Estren, “Atropine-Like Poisoning Due To 
Tranquilizing Agents,” in the October 1958 
issue of The American Journal of Psychi- 
atry, seemed to indicate that further in- 
formation regarding this subject should be 
published. During the summer of 1957 the 
VA Hospital, Waco, Texas, had as many as 
150 patients on mepazine (Pacatal). A 
warm spell enveloped Waco with tempera- 
tures as high as 105 degrees F. During that 
period we had over 25 patients who were 


1 From Veterans Administrative Hospital, Waco, 
Tex. 


receiving mepazine develop heat strokes. 
Some of the patients developed tempera- 
tures as high as 108 degrees F. In each case 
the role of mepazine, in rendering the pa- 
tients susceptible to heat stroke, was recog- 
nized, as the pharmaceutical company dis- 
tributing the drug warned in its literature 
about hyperthermia. In each patient the 
drug was discontinued immediately, and 
the usual treatment, that is, ice packs, etc. 
for heat stroke, was administered. There 
were no fatalities. We have had no similar 
experience with patients receiving other 
phenothiazine derivatives. 
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IMPROVED TECHNIQUE FOR INDOKLON CONVULSIVE THERAPY 


WILLIAM KARLINER, M.D., anv LOUIS PADULA, M.D.1 


Since we(1) introduced the use of Pen- 
tothal and Anectine for modification of 
Indoklon ? inhalant convulsive therapy, cer- 
tain technical problems have arisen. The 
following is a brief summary of our observa- 
tions and a recommendation for improve- 
ment of this technique. 

Esquibel and coworkers(2) used a 
modified Stephenson mask for Indoklon 
convulsive therapy. This method seemed 
satisfactory since the patient was not anes- 
thetized. But if Pentothal and Anectine 
were used, patients were breathing only 
shallowly because they were under anes- 
thesia. It took more time and a greater 
amount of the inhalant vapor to produce a 
convulsion with Indoklon. Furthermore, the 
protective effect of Anectine was gone in 
many instances at the time when the pa- 
tient responded to the inhalation of In- 
doklon with a grand mal seizure. 

To overcome this difficulty, we had the 
container holding the Indoklon attached on 
one side to the mask, and on the opposite 
side to a rubber bag which was connected 


1 West Hill Sanitarium, Riverdale, N. Y. 

2 The Ohio Chemical and Surgical Equipment Com- 
pany has supplied us gratuitously with Indoklon and 
helped us to develop the above-mentioned equipment. 


by a rubber tube to an oxygen tank. This 
enabled us to control the amount of oxygen 
which was mixed with the Indoklon vapor. 
By manual pressure on the rubber bag, it 
was possible also to force the Indoklon 
vapor into the patient’s lungs while he was 
under Pentothal anesthesia. 

This technique overcomes the apprehen- 
sion experienced by some patients when 
receiving gas inhalation in any form. It 
insures the proper timing of the patient’s 
convulsive response to the Indoklon-oxygen 
vapor mixture, thus enabling the patient 
to benefit from the softening effect of 
Anectine. It is important not to use too 
much oxygen because its use decreases the 
potency of Indoklon, delays the onset of 
the convulsion, and necessitates deeper 
anesthesia, larger amounts of Indoklon and 
the loss of benefit from Anectine. This 
method is safe and very simple, and its 
adoption for Indoklon convulsive therapy 
is recommended. 
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A COMPARISON OF REST AND ECT 
IN THE TREATMENT OF SCHIZOPHRENICS 


PETER D. KING, M.D." 


The importance of evaluation of psychi- 
atric treatments by careful measurement 
and comparison cannot be overemphasized. 
Early in my still brief psychiatric career 
I resolved, among other things, to attempt 
such evaluation. The result was several 
published and unpublished reports, one of 
which(1) showed significant worsening of 
hospitalized chronic schizophrenics 6 
months following “regressive” electroshock 
(REST). These patients had been given 


1 Clinical Director and Director of Research, Madi- 
son State Hospital, Madison, Ind. 


one or more series of ECT earlier in their 
hospitalization and some of them had re- 
ceived insulin coma therapy. The question 
remained to be answered if hospitalized 
chronic schizophrenics who had never had 
somatic treatment would benefit from 
either ECT or REST. A subsidiary question 
regarded the comparative efficacy of ECT 
and REST in both chronic and other 
schizophrenics. This paper offers an answer 
to each of these questions. 


METHOD 
Thirty-seven schizophrenic males were 
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randomized into 2 groups: one group re- 
ceived ECT 3 times a week (ECT) and 
the other received it twice daily 6 days 
a week (REST). Both groups received a 
total of 20 treatments. Eighteen of the 
patients were chronic? schizophrenics who 
had never before had a series of ECT and 
19 were subacute® schizophrenics. The 18 
chronic schizophrenics came from chronic 
wards in a “Kirkbride” type of building ; 
they and the 19 subacute schizophrenics 
were all placed on the treatment ward of 
the building. Treatment was completed 
just prior to routine staff changes; this 
was done so that the new administrating 
physicians would not know that a study 
was in progress. They became aware that 
treatment had been given and were re- 
sponsible for the convalescence of the 
patients—typically seeking to release them 
or place them on the “better” wards. Be- 
cause of this, I felt that ward “quality” 
and rate of release would be satisfactory 


2 Patients at Warren State Hospital, Warren, Pa. 
who had been hospitalized continuously for an aver- 
age of 15 years. 

83 patients who had just been re-admitted after 
previous hospitalization, 4 recently admitted patients 
who had received somatic treatment on the acute 
treatment service and failed to recover, and 12 new 
patients who were admitted from prison. 


measures of response to treatment. Evalu- 
ation was made 6 months after the last 
treatment. 


RESULTS 


REST produced marked confusion in all 
patients who received it, and resulted in 
one death (apparently from ventricular 
fibrillation, but autopsy permission was not 
granted). Six months following treatment 
there was no apparent difference between 
the two groups. Nine chronic schizo- 
phrenics fell in each group; none had 
been released from the hospital and all of 
them were on wards at the same level as 
those they had come from, or “worse.” The 
only noticeable improvements were among 
the 18 surviving subacute patients: 2 in 
each group had recovered and been re- 
leased, while 3 on ECT and 2 on REST had 
been given open ward privileges. 

In summary, ECT and REST showed no 
significant difference in the treatment of 
schizophrenics, and neither was of any ap- 
parent benefit to chronic schizophrenics 
who had never before had either. 
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METHYLNONYL DIOXOLANE : A CLINICAL TRIAL 


CALVIN SCHORER, M.D., ann PAUL LOWINGER, M.D.1 


The dioxolanes are a group of substances 
related structurally to meprobamate, and 
pharmacologically to mephenesin. One par- 
ticular member of the group, 2-methyl, 2- 
nonyl-4 hydroxy methyl 1-1, 3-dioxolane, 
has been studied. Like the other dioxo- 
lanes, it appears to suppress excessive 
stimulation of spinal interneurons. Direct, 
or two-neuron, pathways are not affected, 
but more elaborate reflexes, such as the 


1 From the Lafayette Clinic and Wayne State Uni- 
versity College of Medicine, Detroit, Mich. This in- 
vestigation is a part of a project supported by 
Public Health Service Research Grant MY-2241, Na- 
tional Institute of Mental Health. The National Drug 
Company, Philadelphia, furnished the 2-methyl, 2- 
nonyl-4 hydroxy methyl 1-1, 3-dioxolane (methyl- 
nonyl dioxolane). 


flexor reflexes, are blocked. No effect on 
respiration or consciousness was reported 
in preliminary animal studies(1, 2, 3). 
Spasm, tremor, or other involuntary move- 
ments accompanying anxiety, therefore, 
seemed appropriate indications for a clini- 
cal trial of methylnony] dioxolane, referred 
to as MND. 

The study was made with a group of 
psychiatric outpatients characterized by 
obvious signs of anxiety, particularly in the 
motor sphere, i.e., tremor, muscular tension, 
or tics. They were first given a complete 
psychiatric examination and such other ad- 
junctive examinations as seemed appropri- 
ate. This preliminary evaluation defined 
the patient’s suitability for a drug clinic ac- 
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cording to criteria outlined by Lowinger 
et al.(4). 

Twenty-three patients took MND for a 
period ranging from 7 to 140 days; the 
mean duration of treatment was 45 days. 
The patients’ ages varied from 19 to 66 
years. Thirteen were female, 10 were male. 
Diagnostically, the patients showed a con- 
siderable variety, including 10 psychotics 
(7 schizophrenics ; 1 manic-depressive, de- 
pressed ; 2 involutional reactions), 10 psy- 
choneurotics, 2 personality disorders, and 1 
psychophysiologic reaction. 

The patients had MND prescribed orally 
in 750 to 1000 mgm. amounts daily in 
divided doses. Return appointments were 
given in one to 4 weeks. The physicians 
serving in the drug clinic recorded the 
patients’ degree of anxiety, sleep disturb- 
ance, depression, thought disturbance, and 
the quality of interpersonal relationships. 
To heighten objectivity, each of these symp- 
toms was graded from one to five on stand- 
ardized rating sheets; this allowed us to 
establish a numerical description of relief 
from symptoms. A clinical progress note at 
the time of each return appointment gave 
a verbal account of symptoms, side effects 
and current reality events, and the dosage 
of the drug was modified according to the 
patient’s response. When several weeks on 
high dosages had elapsed without benefit, 
or when ordinary dosages resulted in side 
effects or a demand for other medication, 
MND was discontinued. 

Side effects appeared in 7 of the 23 
patients. The most common side effect, 
nausea and vomiting, was also found in 


earlier studies of a nearly identical diox- 
olane, Glyketal(3). Irritability and bad 
dreams were the less common side effects 
attributed to MND. All 4 instances of 
nausea and vomiting, and 5 of the total of 
7 side effects, occurred among  schizo- 
phrenics. 

The effectiveness of MND in each patient 
was determined by means of a review of 
the rating sheets and progress notes re- 
corded at each clinic visit. The following 
results were obtained : little or no improve- 
ment, 5 patients; moderate improvement, 
10 ; marked or complete relief, 8. Neurotics, 
followed by schizophrenics, were the diag- 
nostic groups with highest relief scores. 
Anxiety was the symptom best relieved, 
and insomnia was second best. 

In conclusion, this study shows definite 
relief of anxiety symptoms but with a high 
incidence of side effects, particularly in 
schizophrenic patients. Tremors and ten- 
sions are the symptoms best relieved ; 
nausea and vomiting are the usual side 
effects. The drug appears worthy of clin- 
ical trial for selected patients. 
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TREATMENT OF DRUG-INDUCED EXTRAPYRAMIDAL 
HYPERKINETIC REACTIONS WITH UK-738 


(N-ETHYL-NORTROPINE-BENZHYDRYLETHER-HYDROBROMIDE ) 
RUPERT H. MAY, M.D.,! MAURICE B. RULAND, M.D.,? anp 
MARGARET R. GOLD, B.A. 


Drug-induced hyperkinetic states, in- 
cluding restlessness and hyperactivity, hys- 
teriform head-neck syndromes resembling 
spastic torticollis, and pseudo-Parkinsonian 


1 Cleveland Psychiatric Institute and Hospital, 
Cleveland 9, Ohio. 
2 Hawthornden State Hospital, Macedonia, Ohio. 


reactions, are frequently seen accompany- 
ing treatment by psychotropic drugs, es- 
pecially phenothiazines. They may decrease 
or disappear with maintenance or decrease 
of the dosage, but frequently persist on 
required medication levels. 

Atropine and related substances, used in 
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the treatment of extrapyramidal hyper- 
kinetic reactions, have been largely replaced 
during the past decade by chemicals un- 
related to naturally occurring Atropine, be- 
cause of the complex action of Atropine, 
when primarily one effect, the control of 
rigidity and tremor, was desired. 

We tested a new compound of the Atro- 
pine group,’ n-ethyl-nortropine-benzhydry- 


N - C,H, (C.H,), * HBr 


H, 


lether-hydrobromide (UK-738)(1) as an 
anti-hyperkinetic agent. UK-738 does not 
contain tropic or any other acids, nor a free 
hydroxyl group. Different physiological re- 
actions, therefore, could be expected. 

In animal studies(2) the tolerable dosage 
range was smaller for UK-738 than tor 
Atropine (Table 1). However, inhibition 
of pilocarpine-induced hypermotility (in- 
testine in situ, cat) was 6 times weaker 
than that of Atropine ; inhibition of saliva- 
tion evoked by pilocarpine (rabbit) 10 
times weaker; mydriasis-inducing effects 
(mouse) 14 times weaker. The central 
effects, like potentiation of the excitatory 
effect of amphetamine or potentiation of 
pentothal anesthesia were stronger with 
UK-738. In rats, cataleptic reactions pro- 
duced by phenothiazines were inhibited by 
UK-738. UK-738 is an anticholinergic agent 
with strong central and weaker peripheral 
action. 

The compound was used in 30 volunteer 
patients, for as long as 2 months, Twenty- 
four exhibited a pseudo-Parkinsonian reac- 
tion due to phenothiazines. Twenty-three 
of these showed a sufficient decrease of 
Parkinsonian symptomatology, usually with- 
in 48 hours, on dosages of 0.5 mg. b.i.d. to 


8 The authors acknowledge financial assistance and 
the supply of UK-738 from Sandoz Pharmaceuticals. 


2 mg. b.i.d., orally, despite continuation of 
phenothiazine therapy. Tremor and rigidity 
disappeared. Salivation decreased to ap- 
propriate levels; questioning elicited an 
occasional report of (mainly nocturnal ) oral 
dryness. The Parkinsonian facies was re- 
placed by normal facial expressions. A 
quicker response was obtained by subcu- 
taneous injection of 0.5 to 1 mg. in those 
patients unable or unwilling to swallow. 
One patient experienced no relief but im- 
proved when UK-738 was replaced by Co- 
gentin. Such a substitution was made in 
7 additional patients. Six responded equally 
well, one failed to maintain the improve- 
ment achieved with UK-738. Upon with- 
drawal of Cogentin, after 3 weeks and 
under continued phenothiazine dosage, 
recognizable Parkinsonian features re-es- 
tablished themselves soon in these 8 
patients. 

Five patients exhibiting marked drug- 
induced restlessness and one manifesting 
a hysteriform head-neck syndrome were 
treated similarly with UK-738. Improve- 
ment was always satisfactory, often oc- 
curring within 20 minutes. Small single 
dosages (0.5-1.0 mg.) provided beneficial 
effects lasting from 4 to 12 hours. 

No undesirable side reactions, except for 
the occasional oral dryness mentioned, have 
been noted within the respiratory, cardio- 
vascular and intestinal systems, on routine 
laboratory tests, and in the mental status 
examinations. The mydriatic effect was ab- 
sent or mild. One patient on combined drug 
therapy and ECT required less Sodium 
Pentothal and less Anectine while on UK- 
738. Constipation accompanying pheno- 
thiazines was insufficiently affected by 
either UK-738 or Cogentin. 


BIBLIOGRAPHY 


1. Renz, J.: Pharmaceutical-Chemical Re- 
search Laboratories, Sandoz, Basel, Switzer- 
land ; personal communication. 

2. Cerletti, A.: Pharmacological Labora- 
tories, Sandoz, Basel ; personal communication, 


TABLE 1 
LD-50 (in Mc./Kc.) For UK-738 anp Atropine, I.V. AND P.O., IN DIFFERENT SPECIES (2). 


RAT RABBIT 


LV. P.O. LV. P.O. 


UK-738 


18.5 1030 215 


ATROPINE 
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HAIRY TONGUE IN PATIENTS RECEIVING PHENOTHIAZINES : 
PRELIMINARY REPORT 


A. E. PAGANINI, M.D. anp M. ZLOTLOW, M.D.1 


In the voluminous literature concerning 
the side effects and complications of the 
phenothiazine derivatives, no report has 
appeared of the occurrence of hairy tongue 
in patients receiving these drugs. 

At Pilgrim State Hospital, in September, 
1957, a patient who was receiving chlor- 
promazine in doses of 1,200 mg. per day 
complained of severe dryness of the mouth. 
Experimentation revealed a hairy tongue. 
After discontinuance of therapy, the hairy 
tongue disappeared within 2 weeks. Sub- 
sequently, all patients complaining of ex- 
cessive dryness of the mouth were watched 
for this development. In March of 1958, 
another patient complained of excessive 
dryness of the mouth while receiving chlor- 
promazine, 900 mg. per day and mepazine, 
150 mg. per day, and again a classical hairy 
tongue was discovered. 

Following this, a group of 896 patients 
were examined specifically for this finding. 
Nineteen more patients were found with a 
hairy tongue, giving a total of 20. All these 
patients were seen and the diagnosis con- 
firmed by the consulting dermatologist.” 

Of the 20 patients with this condition, 3 
were on no drugs whatsoever, but the re- 
maining 17 patients were receiving chlor- 
promazine and/or mepazine. The hairy 
tongue disappeared in 5 drug-treated pa- 
tients after the discontinuance of therapy. 
The rest of the patients (12), are still 
receiving phenothiazine derivatives and to 
this date still retain the hairy tongue. All 
these patients have been receiving medica- 
tion for at least 2 months, some for over 
one year. 

As noted in the indiscriminate survey of 
patients, 3 cases of hairy tongue were dis- 
covered among those receiving no medica- 
tion. Two of these patients, however, chew 
tobacco almost constantly. The other one 
was a heavy smoker and all 3 had poor 
oral hygiene. 


1 Box A, West Brentwood, N. Y. 

2Acknowledgment is expressed for the help and 
suggestions rendered by Abraham Zelony, M.D., 
Consultant in Dermatology, Pilgrim State Hospital. 


Smears and cultures taken from all 20 
patients have been confusing and con- 
tradictory. Most samples show a normal 
mouth flora with gram positive cocci pre- 
dominating, but occasionally an indis- 
criminate specimen would show the pres- 
ence of B, coli, Candida Krusei or Candida 
Stellatoidea. 


Case Report.—A 54-year-old dentist was ad- 
mitted October 15, 1957; his seventh admis- 
sion to a psychiatric hospital. On admission, 
the patient was overactive, overtalkative, ges- 
ticulated wildly, and was obviously in increased 
psychomotor activity. He was diagnosed as 
manic-depressive psychosis, manic type as on 
all his previous admissions. He was placed on 
chlorpromazine, 200 mg. twice daily ; he re- 
sponded adequately and was released con- 
valescent status December 24, 1957. However, 
the patient failed to continue his medication 
after release from the kespital and was re- 
admitted December 30, 1957, again in an 
obviously manic state. The patient was again 
given chlorpromazine in doses of 300 mg. 
t.id., and on January 29, 1958 mepazine, 50 
mg. t.i.d. was added. On this combination his 
manic symptoms abated. On March 25, 1958 
the patient complained of excessive dryness 
of the mouth and a hairy tongue was found. 
The condition was confirmed by dermatologi- 
cal consultation. Despite this condition, the 
medication was continued until April 7, 1958 
when the patient developed severe depression 
and psychomotor retardation. At this develop- 
ment the drugs were discontinued and within 
one week the hairy tongue disappeared. 


CoMMENTS AND SUMMARY 


1. In an indiscriminate survey of 896 
patients at Pilgrim State Hospital, 20 pa- 
tients possessed a hairy tongue. 

2. Three of these patients were on no 
drugs whatsoever. 

3. Seventeen patients were on chlorpro- 
mazine or chlorpromazine and mepazine. 

4. Five of these 17 patients lost their 
hairy tongue after discontinuance of medi- 
cation. 

It obviously cannot be stated definitely 
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that the phenothiazines cause hairy tongue. 
But, as noted above, the 5 patients whose 
medication was discontinued lost their 
hairy tongue within 2 weeks. The rest of 
the patients still retain their hairy tongue 
while receiving their medication. This 
seems to point the finger of suspicion to- 
ward the phenothiazines, especially in view 
of the well-established concept that other 
drugs, notably the antibiotics, have been 
found to cause this condition. The oc- 
currence of the 3 cases of hairy tongue in 
patients receiving no medication also points 


out the possibility of this being purely co- 
incidental. In addition, there lurks in the 
background of all these patients the fact 
that most of those with hairy tongue possess 
poor oral hygiene and are heavy smokers 
or tobacco chewers. 

Further studies of this problem are be- 
ing carried out in an attempt to correlate 
all these findings. The observation is con- 
sidered to be of interest and importance 
and is, therefore, reported in this prelimi- 
nary study as a possible complication in 
the use of phenothiazine drugs. 
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CASE REPORTS 


EMBOLIC CEREBRAL SEQUEL IN RHEUMATIC MITRAL STENOSIS 
PRECIPITATING SENILE MENTAL DETERIORATION 


WALTER L. BRUETSCH, M.D., anv CLIFFORD L. WILLIAMS, M.D.? 


The incidence of late cerebral sequelae 
in patients with rheumatic valvular heart 
disease ranges between 3 and 5 per cent. 
Some of these patients require hospitaliza- 
tion in mental hospitals. 

The fundamental lesions of these seque- 
lae consist, most frequently, of a recurrent 
rheumatic obliterating arteritis, mainly of 
the small meningeal and cortical vessels, 
producing gross and microscopic softenings 
in the cortex(1, 2). Less often, there is an 
embolic mechanism of these vascular oc- 
clusions, developing in patients with ad- 
vanced rheumatic mitral stenosis and 
auricular fibrillation(3). 


Case Report.—The female patient, at age 
69, began having repeated slight strokes, 
which were followed by mental symptoms, She 
used vile language, tried to set fire to the 
house, attacked relatives and friends, and ran 
away from home. At the same time, she became 
increasingly forgetful and confused, and de- 
veloped epileptic seizures, which occurred 
every 3 to 4 months. Prior to her mental ill- 
ness, she had been considered a well adjusted 
and sociable personality. 

The patient had had measles, mumps, and 
whooping cough, but there was no history of 
rheumatic fever. (Rheumatic antecedents, such 
as rheumatic fever, acute arthritis, and chorea 
are found in the anamnesis of patients with 
rheumatic heart disease in only 50-70 per 
cent.) 

When she arrived at Central State Hospital, 
she was considerably improved. There were 
no residual signs of the former strokes. She 
walked into the admission room with a friendly 
smile, saying that she had “leakage of the 
heart” for a long time and was worried be- 
cause she could not think properly. She thought 
it was 1972 and revealed other gross memory 
defects. 

Physical examination was essentially nega- 
tive with the exception of the heart. The 


1From the Research Department, Central State 
Hospital, Indianapolis, Ind., and the Division of 
Mental Health, State of Indiana. 
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precordium was active. A blowing systolic 
(grade 2) and a low pitched rumbling dias- 
tolic murmur were heard at the apex. The 
pulse was 90 and irregular. The blood pressure 
was 130/90, rising in the two succeeding years 
to 190/130. 

Electrocardiographic study revealed atrial 
fibrillation. On X-ray examination the heart 
was enlarged and of a mitral configuration. 
The Wassermann reaction of the blood was 
negative. There were 4,800,000 red cells and 
6,200 white cells, with a practically normal 
differential count. The urine contained the 
slightest possible trace of albumin and at 
times an occasional granular and hyaline cast. 

The diagnosis was chronic brain syndrome, 
associated with circulatory disturbance, rheu- 
matic cerebral embolism, with senile psychotic 
reaction, complicated by grand mal seizures. 

She died at the age of 74 of congestive 
heart failure. 


Postmortem Observations._In the di- 
lated left auricle of the heart there was a 
large organized thrombotic mass, firmly at- 
tached to the wall which was partly 
calcified. The stenotic mitral valve had a 
roughened closing border, and the chordae 
tendineae were shortened. 

In the brain was a large area of infarction 
in the region of the right island of Reil, 
extending into the upper temporal and 
lower central convolutions, but leaving the 
basal ganglia mostly intact (Fig. 1). A 
small infarcted area was also observed in 
the cortex of a frontal convolution. All 
cerebral arteries were entirely free of 
atherosclerosis. Microscopic examination 
detected an organized embolus in a branch 
of the middle cerebral artery going to the 
infarcted area. 

Embolic residuals were also present in 
the right kidney and in the spleen. 


BIBLIOGRAPHY 
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FIGURE 1 


BRAIN WITH LARGE INFARCTION IN THE REGION OF THE RIGHT 
ISLAND OF REIL, DUE TO A RHEUMATIC EMBOLUS, HAVING ORIGINATED 
FROM A WALL THROMBUS IN THE LEFT AURICLE OF THE HEART. THERE 
IS ALSO A SMALL INFARCTED AREA IN THE CORTEX OF ONE FRONTAL 

CONVOLUTION, 
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2. Malamud, N.: Atlas of Neuropath. Ber- 
keley and Los Angeles: U. of Calif. Press, 
1957, p. 196. 


Present Illness : An 18-year-old man was 
admitted November, 1957, in his first at- 
tack of mental illness with complaints of 
tension, irritability, and the belief that he 
was being doped. The illness had developed 
gradually over 5 months without known 
precipitating events. 

The mental status revealed psychomotor 
retardation, inappropriate smiling, poverty 
of thought. His content centered about 
lights outside the hospital being related 
to sputnik and that the physicians were poi- 
soning him with tablets. There were no 
hallucinations. He was oriented as to place, 
knew the year and month, but not the date. 
He carried 5 digits forward and 3 back- 
wards, replied to arithmetic problems, 
being frequently careless and wrong. His 
understanding of absurdities was satisfac- 
tory, but he could not interpret proverbs 
correctly, giving up easily. 

The physical examination, routine labor- 
atory work, skull and chest X-rays were 
normal. The EEG was slightly slow in the 
anterior and temporal lobes bilaterally with 
4 to 6 per second theta low voltage in the 
waking state. No abnormality appeared in 
sleep or with hyperventilation. 

Family History : The father had had ar- 
teriosclerotic brain disease for 5 years and 
caused difficulty in the home because of 
irritability and excessive demands. The 
mother was a self-depreciating woman who 
relied upon her children for emotional sup- 
port. Two sisters were making “good ad- 
justments.” However, a 20-year-old brother 
had had an attack of acute undifferentiated 
schizophrenia in 1956 which responded 
well to ECT. He remains well. 

Past Personal History: The early years 
were not remarkable, but starting in the 
eighth year the patient had spells of 
nausea, vomiting, abdominal pain, and ex- 


1 Department of Psychiatry, College of Medicine, 
State University of Iowa, Iowa City, Iowa. 


SCHIZOPHRENIA ASSOCIATED WITH ADDISON’S DISEASE 


HAROLD D. WOLFF, M.D., anv P. E. HUSTON, M.D.' 


3. Erbsloéh, F. : In Handb. Spez. Path. Anat. 
u. Histol. Berlin : Springer, 1958, Vol. XI11/2, 
Bandteil B, pp. 1349-1351. 


treme weakness accompanied by “yellow- 
ing” of his skin. These spells lasted 2 to 
7 days with spontaneous remission. He re- 
ceived no medical treatment. 

The previous personality was that of a 
shy, but not schizoid, easygoing boy who 
had two close boyfriends with whom he 
hunted, fished, and participated in sports. 
He did not date during high school, but 
otherwise the psychosexual development 
was normal. 

Admission Impression : 
undifferentiated, acute. 

Course in the Hospital : Because of grad- 
ual improvement it was decided to treat 
the patient with supportive psychotherapy. 
However, after 7 days he began to gri- 
mace, maintained postures for hours if left 
alone, and was mute. This behavior was 
sometimes interrupted by outbursts of com- 
bativeness and destructiveness. 

Electroshock treatments were started. 
After 16 treatments there was marked im- 
provement with only residuals of slight af- 
fective blunting and mild anxiety. Thor- 
azine was prescribed in the range of 75 to 
225 mgm., and after 23 days he developed 
swelling of the hands, wrists, and oro- 
pharynx. The drug was immediately dis- 
continued and the swelling gradually sub- 
sided. However, 8 days after the onset of 
the swelling, bronzing of the skin was 
noted. In 5 more days he complained of ab- 
dominal pain and developed nausea, vom- 
iting, and hypotension. The serum Na was 
123, K 6.9, and Cl 88.0 (Meq/L). The 17- 
ketosteroid excretion was 2.5 mgm./Gm. 
Creatinine. These findings were consistent 
with hypoadrenalism. The zinc turbidity, 
thymol turbidity, and serum _ bilirubin 
values were normal. 

As the signs and symptoms of Addison’s 
disease progressed, the patient became 
withdrawn, more tense, demonstrated 
blocking and ambivalence. However, he 
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had no delusions and the sensorium re- 
mained clear. 

Because the blood pressure declined to 
70/40 mm. of Hg., cortisone was started. 
Within 24 hours the hypotension, vomiting, 
and abdominal pain had disappeared. 
Within 48 hours there were no signs of 
withdrawal, tension, blocking, or ambiva- 
lence. 

The patient was stabilized on 25 mgm. 
of cortisone per day. In order to rule out 
secondary adrenal insufficiency, cortisone 
was gradually discontinued and 100 units 
of Acthar-Gel per day were given. During 
the cortisone withdrawal the patient be- 
came progressively tense, withdrawn, and 
ambivalent, but not delusional. At this time 
the 17-ketosteroid excretion on 3 consecu- 
tive days was abnormally low with values 
of 3.1, 3.9, and 3.1 mgm. of 17-ketosteroid/ 
Gm. Creatinine respectively. This was 
interpreted to indicate a primary adrenal 
insufficiency. His physical state was normal 
except for a bronzed skin. The serum Na 
was 138, K 4.8, Cl 108, all within the 
normal range. The fasting blood sugar was 
88 mgm.%. The EEG became normal, and 
psychological studies for brain damage 
were within normal limits. During this 
period the patient was off cortisone for 
8 days. Cortisone was restarted without any 
mental improvement after 9 days. Then 
DOCA, 1 mgm. per day for 3 days and 0.5 
mgm. per day for 2 days, was added. Within 
this 5 day period his mental state became 
normal. The DOCA was discontinued be- 
cause of edema, and the patient was finally 
stabilized on 12.5 mgm. per day of corti- 
sone, which maintained improvement. At 
the time of discharge 20 days later, the pa- 
tient’s mental and physical performances 
were normal. 

Follow-up : Examination one year after 
discharge revealed no signs nor symptoms 
of Addison’s disease or schizophrenia. The 
patient has taken 12.5 mgm. of cortisone 
daily. 

The patient’s brother, who had had an 
attack of acute undifferentiated schizo- 
phrenia, underwent extensive laboratory 
testing in order to detect adrenal insuffi- 
ciency. These tests were normal. 


Discussion 
There have been several reports of psy- 
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chotic behavior accompanying Addison’s 
disease, the psychoses in these reports be- 
ing called “paranoid psychosis,” “Addiso- 
nian psychosis,” “confusional psychosis,” 
“depression,” “paranoid schizophrenia” (1, 2, 
3). At the time of admission of our patient 
no one questioned the diagnosis of a 
schizophrenic reaction. It was only after 
Addison's disease appeared that we won- 
dered whether this patient had two unre- 
lated illnesses, or whether the schizophrenic 
reaction was either caused or “triggered” 
by the recognized metabolic disorder. Ar- 
guments consistent with either of these 
possibilities can be advanced. 

The fact remains, however, that the 
institution of hormonal therapy was closely 
followed by a remission of the classical 
signs of schizophrenia. This is strong evi- 
dence of a causal relationship of Addison’s 
disease and the mental reaction. On the 
other hand, we cannot readily explain why 
there was not prompt improvement after 
the second introduction of Cortisone nor 
why he improved mentally the second time 
only after DOCA was begun. 

It is possible that since the age of 8 this 
patient has had recurrent bouts of adrenal 
insufficiency(4). If one postulates that this 
patient's adrenal “reserve” has been low for 
years, why did not the course of ECT pre- 
cipitate an acute adrenal insufficiency syn- 
drome ? It has been urged on the basis of 
animal work that ECT is a severe stress(5). 
Two reports describe the use of ECT in 
the treatment of psychoses associated with 
Addison’s disease(2,3). In both of these 
instances electrotherapy was given while 
the patient was receiving hormonal ther- 
apy. Nevertheless, Craddock and Zeller(2) 
doubt that ECT represents an acute physi- 
ological stress. 


SUMMARY 


A patient is presented who showed an 
acute schizophrenic reaction. Treated with 
ECT, there was marked improvement. Four 
weeks later the schizophrenic symptoms 
returned accompanied by signs and symp- 
toms of Addison’s disease. Treated with 
hormones, there was a remission of both 
the Addison’s disease and the mental 
symptoms. 
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After one year of maintenance on corti- 

sone, the patient is without evidence of 

schizophrenia or Addison's disease. 
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INTERDISCIPLINARY TRENDS IN MENTAL HYGIENE RESEARCH 
AND TRAINING 


(FEDERALLY SPONSORED PROGRAMS ) 


From the point-of-view of financial sup- the result of this federal subsidy. Future 
port, the research and fellowship programs trends will be, hopefully, determined by 


established in the mental health field are ae ial ful isals of th ‘ 
largely dominated by the National Institute "OS @0¢ Caretul appraisals of the pas 


of Mental Health, and a large share of the record. The data which follow are a con- 
progress made in the past decade has been _ tribution to such an appraisal. 


TABLE 1 
RESEARCH PROJECTS 
Following is a classification of 247 research grant proposals receiving U. S$. Public Health 


Service support in December 1958. The categories were selected on the basis of the research 
methods which were outlined in the proposals. 


Classification of Projects Number % of Total 


Psychological testing . - 77 31% 
Pharmacology 39 16% 
Animal studies . . . 

Studies of metabolism 
Psychopathology .. 
Physiology of mentally retarded 
Surveys of public opinions 
Studies of patients’ families 
Training of mentally retarded 
Follow-up studies of patients 
Psychotherapy . ; 
Sociological (community) studies 
Psychosomatic studies 
Population surveys . 
Electroencephalography | 
Studies of juvenile delinquents 
Studies of the sensorium . 
Electric Shock 
Industrial problems, psychiatric 
Personnel training . . 

Unclassified . 
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TABLE 2 
PRINCIPAL INVESTIGATORS 


Following is a break-down of the professional specialties listed as the “principal investi- 
gators” in the research projects of Table I. 


Professional Specialty % of Total 


1. Psychologists 53% 
2. Psychiatrists .... 23% 
3. Social workers .. 5% 
4. Anthropologists 2% 
5. Biochemists 2% 
6. Educators 

7. Pharmacologists 
8. Biologists 

9. Internists 
10. Physiologists 
il 

12 
13 
14 
15 
16 
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Neurologists 
Anatomists 
Pediatricians 
Obstetricians 
Osteopaths 
Combinations 
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TABLE 3 


FELLOWSHIP PROGRAM 


Following is a list of numbers of fellowships awarded by the National Institute of Mental 
Health between 1952 and 1959, classified according to the department to which fellows were 
assigned. 


Department 1954 1955 1956 1957 1958 
12 69 102 
15 18 
12 1 


Psychology 
Psychiatry 
Sociology 
Physiology 
Medicine 
Biology 
Pharmacology 
Anatomy 
Public Health 
Chemistry 
Neurology 
Anthropology 
Others 
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TOTAL || 100% 
om 
Totals 
278 
75 
43 
24 
28 
10 
19 
20 
5 
38 
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TABLE 4 
FevLowsuirs (N.I.H.: N.I.M.H. Ratios) 


The following shows the number of fellowships awarded in mental health as compared with 
the total numbers of fellowships awarded by the National Institutes of Health. 


Year Total N.LH. Total N.1.M.H. Ratio 


1952 540 74 14 
1953 543 63 ll 
1954 490 42 08 
1955 1042 48 04 
1956 1407 87 06 
1957 2153 185 09 
1958 1272 187 16 


Charles E. Goshen, M.D., 
Washington, D. C. 
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OFFICIAL REPORTS 


REPORT OF COORDINATING CHAIRMAN, COMMITTEES ON 
THE TECHNICAL ASPECTS OF PSYCHIATRY 


I shall not be able to give detailed 
information with reference to the activities 
of 9 standing and one Ad Hoc Committee 
assigned to me to coordinate. All of these 
committees met last fall in Washington, 
and 9 are scheduled to meet in Philadel- 
phia this week; the tenth one met a 
few weeks ago. The majority of the com- 
mittees have sponsored Round Table Pro- 
grams at the Annual Meeting in 1958, and 
are giving similar programs during this 
week. Many of the committees have been 
collaborating with Dr. Daniel Blain and 
The Manpower Project. As in the past, the 
committee members have done much work 
by correspondence between the semi-an- 
nual meetings. 

The Ad Hoc Committee on Education in 
Public Hospitals. Bernard Bandler, Chair- 
man. The committee is working on the 
preparation of the brochure on the data 
that was collected in respect to the various 
patterns of education in public hospitals 
and the practices and techniques that have 
been helpful to them. Considerable data 
have been collected on the actual experi- 
ences of public hospitals in respect to the 
recruitment and utilization of psychiatrists 
from universities and private practice for 
staff training. It is hoped that the brochure 
will be completed within the next year. 

Committee on Aging, Ewald Busse, 
Chairman, reports that a major portion of 
the Eleventh Mental Hospital Institute will 
be devoted to the problems of the aged. 
The Summer Institute in Social Gerontology 
sponsored by the Inter-University Council 
and supported by a grant from the Na- 
tional Institute of Mental Health has re- 
vised its fellowship policies to include 
psychiatrists, psychiatric nurses, and psy- 
chiatric social workers. This has been 
largely the result of this committee’s ef- 
forts, and fellows have been chosen from 
the mental health professions. The grant 
application submitted by this committee to 
the NIMH entitled “Program Development 


for the Psychiatric Care of the Aged” was 
not approved by the National Advisory 
Mental Health Council. This is in some 
respects unfortunate, but it will permit 
this committee to devote more of its efforts 
towards being an effective force in the 
coming White House Conference on Aging. 
Since there are a number of regional meet- 
ings planned to precede the White House 
Conference, as well as other preliminary 
meetings, it would appear to be important 
that the various district branches of the 
American Psychiatric Association be alerted 
to this development and the local commit- 
tees urged to participate whenever possible. 

Committee on Child Psychiatry. J. Frank- | 
lin Robinson, Chairman, working in con- 
junction with the Committee on Medical 
Education, was able last fall, to secure the 
approval, “in principle” of a set of stand- 
ards for training in child psychiatry. The 
standards called for 2 years of satisfactory 
training in child psychiatry which was to 
follow 2 years of satisfactory training in 
adult psychiatry. The training in child 
psychiatry was to be carried out under the 
direction of a qualified child psychiatrist 
in a qualified psychiatric facility. A child 
psychiatric service will include the appro- 
priate allied professions. 

Committee on History, J. Sanbourne 
Bockoven, has concerned itself with the 
following activities : 1. The preparation of 
a proposal for a research project to study 
the Historical Developments of Contem- 
porary American Psychiatry ; 2. Search for 
new outlets for publication of papers on 
History of Psychiatry; 3. The establish- 
ment of a Union Catalogue of publications 
of historical value. (As a first step in this 
direction, a bibliography of the writings of 
the Founding Fathers was compiled.) The 
Committee made the following recommen- 
dations, which were approved by Council in 
November, 1958: 1. That a Library illus- 
trating the history of psychiatry be located 
and developed in the Founder's Room at 
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APA headquarters ; 2. That the archives of 
the association be assembled and placed 
in APA headquarters, and 3. That the 
Medical Director be authorized to initiate 
a research project on the historical develop- 
ment of contemporary American Psychi- 
atry. In addition, the Committee is investi- 
gating various approaches to study and 
prepare the History on Contemporary 
Psychiatry. It is seeking acquisition of 
books for the library. With the collabora- 
tion of Mrs. Vosburgh, the Committee has 
initiated an historical column in Mental 
Hospital. 

Committee on Medical Education, George 
C. Ham, has been reviewing the two Ithaca 
Conference Volumes, preparatory to a de- 
cision regarding future conferences of this 
type, or special revisions and editions, or 
republications of these books. The Chair- 
man has conferred with Central Office Staff 
regarding the republishing of the Directory 
on Residential Training Programs. The 
Chairman has contributed to the APA 
Survey of Medical Education in Alabama 
and in British Columbia. The Committee 
has sponsored a Teaching Institute at Mc- 


Gill University in October, 1958, and is 


planning future Institutes. 

Committee on Mental Deficiency, Ho- 
ward V. Bair, Chairman, has taken steps 
to establish liaison with the American Asso- 
ciation of Mental Deficiency. It is working 
on a model state plan for complete com- 
munity services for the care and treatment 
of mental defectives. It has undertaken a 
somewhat comprehensive review of new 
research in the field of mental deficiency. 
A conference was held with Dr. Charles 
Bush regarding Joint Accreditation for In- 
stitutions for the Mental Deficient. The 
Committee, together with the Committee 
on Mental Hospitals, requested Council to 
stress the advisability of psychiatric leader- 
ship in hospitals for the mentally ill and 
mentally defective ; the Council reaffirmed 
its previous decision with reference to such 
psychiatric administration. The Chairman 
has been appointed as the official APA 
representative to the First International 
Medical Conference on Mental Retardation 
to be held in Portland, Maine, in July of 
1959. 

Committee on Public Health, John J. 


Blasko, Chairman, reports the following 
activities: 1. State Surveys: The Com- 
mittee continues to assist the APA Head- 
quarters Staff in a Consultant Capacity. 
New Hampshire, Alabama and British 
Columbia were involved during the past 
year. The Committee is exploring ways and 
means of determining the effectiveness of 
past surveys. 2. Mental health teaching 
in schools of public health. A member of 
the Committee has made a study of this 
subject. A National Conference on Mental 
Health Teaching in Schools of Public 
Health is being organized for December, 
1959, and will be financed by the National 
Institute of Mental Health. The Committee 
has been asked about its activities in this 
area. 3. The public health psychiatrist : 
A study is being conducted by the Com- 
mittee to determine what training is neces- 
sary in order to be considered as a public 
health psychiatrist. 4. Layman’s Guide to a 
Community Health Study. Your Committee 
will review this guide when it is developed 
by the American Public Health Association 
Task Force. Several members of the APA 
Public Health Committee are on this task 
force. 5. Psychiatric care in nursing 
homes. The Committee believes that the 
Licensure requirements for nursing homes 
should include adequate psychiatric serv- 
ices. Further study of this important prob- 
lem must await developments in the Ad 
Hoc Committee on District Branch Com- 
mittees. 

Committee on Rehabilitation. Benjamin 
Simon, Chairman. Among the Committee’s 
activities during the past year have been 
the following: 1. Publication of AAAS 
Symposium on “Rehabilitation” under the 
editorship of Dr. Milton S. Greenblatt and 
Dr. Benjamin Simon (now in press) ; 2. 
(By invitation of Editors of Progress in 
Psychotherapy ) a chapter in Volume IV by 
Dr. Simon on “New Trends in Rehabilita- 
tion” (in press) ; 3. (By invitation of Com- 
mittee on Rehabilitation of the American 
Medical Association) a chapter by Dr. 
Simon on “Psychiatric Rehabilitation” 
(which is to be part of a series in the 
Journal of the A.M.A.) ; 4. Completion of 
work by Dr. Simon on “Volunteer Services 
to Psychiatric Patients” (to be published 
by the APA); 5. Continuing activity of 
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Interdisciplinary Study Group (Dr. Car- 
michael representing the Committee on 
Rehabilitation ) ; 6. Election of Dr. Simon 
as Chairman of the A.M.A.’s Advisory Com- 
mittee on Occupational Therapy Education 
to the Council on Medical Education and 
Hospitals ; 7. Appointment of Chairman as 
Advisor on Rehabilitation to the Survey of 
Mental Health Resources of the State of 
Alabama ; 8. Appointment of Chairman as 
Advisor on Rehabilitation to the Survey of 
Mental Health Resources of the Province 
of British Columbia ; 9. Continuing repre- 
sentation of APA by chairman as a member 
of : (a) Executive Committee of the Ad- 
visory Committee on Physical Therapy 
Education of the Council on Medical 
Education in Hospitals of the A.M.A. ; 
(b) Advisory Board of the American Regis- 
try of Physical Therapists; (c) Advisory 
Council of the American Occupational 
Therapy Association. 

Committee on Research. Milton Green- 
blatt reports that the main activity of the 
Committee on Research is reflected in the 
Adolf Meyer Lectures, Regional Research 
Conferences, and APA participation in the 
annual AAAS meetings. Dr. W. Mayer- 
Gross of Birmingham, England, speaking 
on “Model Psychoses” gave the second 
Adolf Meyer Memorial Lecture. Dr. W. 
Grey Walter, of Bristol, England, is sched- 
uled to deliver the 1959 lecture ; Dr. Aubrey 
Lewis, of Maudsley Hospital, London, has 
agreed to give the 1960 lecture. Manuscripts 
derived from the Columbus, Ohio, Regional 
Research Conference were published in 
“Social Aspects of Psychiatry” No. 10 in the 
Psychiatric Research Reports. Publication is 
also planned for the Montreal and Okla- 
homa City Conference material. The Uni- 
versity of Arkansas sponsored a Research 
Conference in February, dealing with 
psychiatric research by medical students 
and residents and a number of other con- 
ferences for 1959 are in the planning stage 
in such areas as Salt Lake City, Los An- 


geles, Chicago and Cleveland. A highly 
successful “Symposium on Hallucinations” 
under the leadership of Dr. Louis Jolyon 
West was held at the December, 1958 
AAAS meeting in Washington, D. C. 
Publication is expected soon of “Rehabilita- 
tion of the Mentally Ill; Social and Eco- 
nomic Aspects” presented at the 1957 meet- 
ing. Commitments have been made with 
AAAS to participate in their 1959 and 1960 
meetings. Dr. Pasamanick and Dr. Bliss of 
the Committee are participating in the 
APA Surveys of Mental Health Needs and 
Resources of Alabama and British Colum- 
bia. 

Committee on Therapy : Henriette Klein, 
Chairman, has revised the Standards for 
Electro-Convulsive Therapy, and is sub- 
mitting the most recent revision to the 
Council during this meeting. Requests have 
been made that the Committee prepare a 
statement on the use of Hypnosis. The 
Committee feels that if such a statement be 
prepared it should be done in collaboration 
with the Research Committee and the Com- 
mittee on Public Information. The Com- 
mittee has undertaken two specific activi- 
ties: 1. The writing of a Primer of 
Psychiatric Therapies and their Place in 
Psychiatric Practice (for internes and 
general practitioners), and 2. A study of 
the current status of Psychotherapy of 
Hospitalized Schizophrenics. A question- 
naire has been prepared and is being 
revised at the April, 1959, meeting. 

In conclusion I wish to emphasize the 
conscientiousness, zeal and enthusiasm 
which the members of the various com- 
mittees have demonstrated during this last 
year. I wish to express my appreciation for 
their splendid cooperation and also for the 
outstanding cooperation of the officers and 
the members of the APA Staff in both the 
New York and Washington Offices. 


Frank J. Curran, M.D., 
Chairman 
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Dr. Emuz A. Gutnem.—Dr. Stanley Lesse, 
Secretary for the Association for the Ad- 
vancement of Psychotherapy, reports that 
the death of Dr. Gutheil, at the age of 60, 
occurred July 7, 1959. Dr. Gutheil was 
graduated from the University of Vienna 
Medical School and became a pupil and 
assistant of Wilhelm Stekel, whose works 
he translated into English and edited his 
autobiography. 

He came to New York City in 1937 and 
with colleagues founded the Association for 
the Advancement of Psychotherapy in 1939. 
The Association embraces all schools and 
has 411 members. Dr. Gutheil also founded 
the American Journal for Psychotherapy. 
Among his publications are The Language 
of the Dream (1939) and Handbook of 
Dream Analysis (1959). 


ALBERT Mepica CentER ( 
ADELPHIA ).—A $211,000 Federal grant from 
the National Institute of Mental Health to 
support an expanding teaching program for 
Fellows in psychiatry during the next 5 
years has been awarded to Albert Einstein 
Medical Center. The award marks the in- 
creasing Federal recognition of the growing 
importance of selected general hospitals in 
training of psychiatrists and treating mental 
patients. 

To be eligible for a Fellowship, a doctor 
must have completed at least his first year 
of psychiatric residency and training in 
basic psychiatry including descriptive psy- 
chiatry, psychopathology, genetics, history 
taking, case reporting, principles of therapy 
and practice of psychological testing, and 
social work. 


Researcu TRAINING IN Psycutatry.—The 
Graduate Educational Program of the State 
University of New York Downstate Medical 
Center offers a 2-year program of research 
training in psychiatry leading to the degree 
of Doctor of Medical Science. The program 
is open to M.D.’s who have completed 3 
years of residency training in psychiatry. 
Candidates will also be accepted after 2 
years of residency training, when the final 
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year of residency will be taken at the psy- 
chiatric division of Kings County Hospital, 
concurrently with this program. 

A broad interdisciplinary faculty is re- 
sponsible for teaching courses and for super- 
vising research of candidates. Each candi- 
date who is accepted will be granted a fel- 
lowship of $7,500 for the first and $8,000 
for the second post-residency year. Three- 
year candidates will also receive $7,100 for 
the final residency year. Applications for 
the academic year beginning September 
1960 should be submitted before January 
1, 1960. For further information write to 
Office of Admissions, Downstate Medical 
Center, 450 Clarkson Ave., Brooklyn 3, 
N. Y. 


Tue LANGLEY Porter NEUROPSYCHIATRIC 
Instrrute.—This San Francisco facility 
opened a 4-story annex in July, 1959. This 
million dollar structure, financed by the 
State of California and a $150,000 Health 
Research Facilities grant from the U. S. 
Public Health Service, provides for ex- 
panded programs in psychiatric training 
and research. The first and second floors 
contain a new medical library, enlarged 
neuropathologic laboratories, conference 
rooms and service quarters. The third floor, 
devoted entirely to mental health research, 
has laboratories for biochemistry, physi- 
ology, and pharmacology, and quarters for 
the study of animal behavior as well as for 
research with human subjects. On the 
fourth floor a 12-bed neuropsychiatric unit 
gives the departments of psychiatry, neu- 
rology and neurosurgery facilities for co- 
operative research, and a 14-bed unit, for 
research in primarily psychiatric fields. The 
total bed capacity of the Institute is thus 
increased to 118. Formal dedication cere- 
monies will be held within the year. 


Eastern Psycuiatric ResEARCH ASSOC., 
Inc.—The fourth annual meeting of the 
Association will be held Friday and Satur- 
day, October 23 and 24, 1959, at the Wal- 
dorf-Astoria Hotel, New York City. Morn- 
ing and afternoon sessions will be held on 
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both days. A considerable range of new 
work will be reported. 

On Friday afternoon there will be a 
panel discussion on “Neuropsychiatric As- 
pects of Space Medicine.” 

For further information address the As- 
sociation at 40 Fifth Ave., New York, N. Y. 


Nortu Suore Hosprrat Lecrures.—The 
opening lecture of the tenth annual lecture 
series on “Office Management of Emotional 
Disorders” will be held at the North Shore 
Hospital, 225 Sheridan Rd., Winnetka, IIl., 
Wednesday, October 7 at 8:00 p.m. Speak- 
er: Dr. John I. Nurnberger. Topic : Diag- 
nostic Signs and Symptoms of Emotional 
Disorders. 

These lectures are approved by the Amer- 
ican Academy of General Practice for post- 
graduate credit. For further information 
write to Samuel Liebman, M.D., Medical 
Director, North Shore Hospital, 225 Sher- 
idan Rd., Winnetka, IIl. 


CeReBRAL Patsy RESEARCH AND TRAINING 
Grants.—The United Cerebral Palsy Re- 
search and Education Foundation has funds 
available for grants for research and train- 
ing, post doctoral fellowships in brain 
research, clinical fellowships in cerebral 
palsy including medical student fellow- 
ships. The next deadline for submission of 
application is March 15, 1960. For informa- 
tion address the: Director of Research, 
United Cerebral Palsy Research and Edu- 
cation Foundation, 321 West 44th Street, 
New York 36, New York. 


Dr. KANNER VisiTinc Proressor UNiver- 
siry oF Minnesota.—Dr. Leo Kanner who, 
in June 1959, retired as Professor and head 
of the Department of Child Psychiatry at 
the Johns Hopkins University School of 
Medicine, will spend the academic year, 
September 1959 to June 1960, at the Med- 
ical School of the University of Minnesota 
in the capacity of “distinguished visiting 
professor.” 

Dr. Kanner will be concerned with both 
under- and post-graduate training pro- 
grams, occupying the position of Dr. Rey- 
nold Jensen, Director of the Division of 
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Child Psychiatry, who will be spending a 
sabbatical year in Europe. 


Orrice oF MentTAL RETARDATION, New 
York State.—The organization of this spe- 
cial office in the New York State Depart- 
ment of Mental Hygiene has been an- 
nounced by Commissioner Paul H. Hoch, 
with the purpose of coordinating and devel- 
oping all services for the mentally retarded 
under the department. 

The state’s six institutions for the mental- 
ly defective will be visited regularly and 
primary emphasis will be on improving 
care of patients, improving training pro- 
grams, and facilitating placement of suita- 
ble patients in the community. 

Dr. Arthur W. Pense, Deputy Commis- 
sioner, will be in charge of the new office 
at Albany. 


Reiss-Davis Ciinic For GuIDANCE. 
—The clinic will hold its Sixth Annual 
Institute of Child Psychiatry on November 
7, 1959, at the Beverly Hilton Hotel. This 
meeting is offered to pediatricians and gen- 
eral practitioners in the Southern California 
area. Program this year will emphasize clin- 
ical case presentations. Further information 
can be obtained by writing to the Reiss- 
Davis Clinic for Child Guidance, 715 North 
Fairfax Avenue, Los Angeles 46, Calif. 


Dr. FreEMAN Honorep.—Word has been 
received that the Royal Medico-Psychologi- 
cal Association of Great Britain has recently 
elected Dr. Walter Freeman of Los Altos, 
California, to corresponding membership. 


LecaL ENvirONMENT OF Mepicat 
ENCE.—A report on the National Confer- 
ence on the Legal Environment of Medical 
Science sponsored by the National Society 
for Medical Research at the University of 
Chicago, May 27-28, 1959, has been issued 
as a separate booklet. 

The conference was divided into three 
sections : Section I includes a contribution 
dealing with the anatomical law, authoriza- 
tion for autopsies, the willing of bodies, etc. 

Section II deals with animal experimen- 
tation, the responsibility of both suppliers 
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and research workers concerning experi- 
mental animals and the legal and ethical 
factors involved. 

Section III deals with clinical investiga- 
tion and medical research on human beings, 
including drug testing. 

The report includes a list of participants 
and a bibliography. 


Tue Seconp INTERNATIONAL CONFER- 
ENCE OF Human Genetics.—The Second 
International Conference of Human Genet- 
ics will be held at the University of Rome 
on September 6-12, 1961. All meetings will 
be held in the Conference Building of the 
Food and Agriculture Organization of the 
United Nations. The organization of the 
Conference will closely follow the suc- 
cessful pattern established at the First 
International Congress of Human Genetics 
held in Copenhagen in 1956. The Organi- 
zational Standing Committee is composed 
of Professors T. Kemp, A. Franceschetti, 
F. J. Kallmann and L. S. Penrose. 


MENNINGER SCHOOL OF PsycHiaTRY.—Dr. 
Kenneth Alexander Hamilton, professor of 
medicine at the University of Alberta, has 
been appointed as the tenth Alfred P. Sloan 
professor in the Menninger School as from 
September 1, 1959. In addition to his lec- 
tures as visiting professor, Dr. Hamilton 
will be available for consultation by mem- 
bers of the professional staff. He will also 


serve as consultant on the staffs of the 
psychosomatic service in both the Topeka 
VA Hospital and Topeka State Hospital. 


Satmon Lectures 1959.—Curt Paul 
Richter, Ph.D., professor of psychobiology 
at the Johns Hopkins Medical School and 
director of the psychobiological laboratory 
at the Phipps Psychiatric Clinic in Balti- 
more, Maryland, will give the thirty-sev- 
enth series of Thomas William Salmon 
Lectures at the New York Academy of 
Medicine in New York City on Wednesday 
afternoon and evening, Dec. 2, 1959. His 
subject will be : “Biological Clocks in Med- 
icine and Psychiatry.” The afternoon lec- 
ture, to be delivered at 4:30 o'clock, will 
deal with “Periodic Phenomena in Biology” 
and the evening talk at 8:30 will be on 
“Periodic Phenomena in Medicine and Psy- 
chiatry.” 


Correction.—On page 116 of the 
August issue of the Journal occurs a 
printer’s error, in the first full sentence on 
that page, which should read : “Reimann 
(27) has assembled a group of apparently 
unrelated disorders into a syndrome that 
has recurrent periodicity, “dependent upon 
or provoked by a single underlying 
rhythm.” ” 

Apparently Etaoin Shrdlu was at large 
in the printing office that day. 


CREDULITY 
You believe that easily which you hope for earnestly. 


~—TERENCE. 
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Tue Frnat Face or Eve. By Evelyn Lancaster, 
with James Poling. (New York : McGraw- 
Hill Book Company, Inc., 1958. $4.50.) 


In The Three Faces of Eve} Drs. Thigpen 
and Cleckley presented one of the most in- 
teresting clinical records of a multiple per- 
sonality that has been published. Dissociation 
of personality of their patient began at the 
age of 6. As a result 2 personalities emerged. 
One of these, Eve White, with her pinched 
features, too bound with propriety and inhibi- 
tion, was a gentle, timid, meek, circumspect 
and overconscientious person with a deep 
sense of guilt. On the other hand, her light- 
hearted alternate, Eve Black, usually presented 
a boisterous air of well-being. She was shrewd, 
childishly vain, egocentric, heedless and irre- 
sponsible. Through word and provocative 
dress she betrayed a teasing seductiveness. 

During childhood and adolescence the pe- 
riods of dissociation were brief and rare. Later, 
and after the patient had been receiving psy- 
chotherapy for a considerable period, a third 
personality, Jane, appeared. While she was 
more realistic than either of the other person- 
alities she was by no means sufficiently well 
integrated to meet the demands of adult liv- 
ing. With further psychotherapy both Eve 
White and Eve Black emerged less frequently, 
for briefer periods and with less control of the 
personality. Finally, as many traumatic mem- 
ories of childhood were revived under therapy 
both Eves disappeared. 

Under continued therapy, the revival of 
further memories, and the questionable con- 
tribution of what had until that time been a 
somewhat unhappy marriage Jane, too, “van- 
ished into the mysterious psychic limbo where 
the shades of Eve White and Eve Black also 
dwell.” This was about 18 months after the 
phenomenon of the triple personalities was de- 
scribed at the 1953 meeting of the American 
Psychiatric Association in Los Angeles. 

In The Final Face of Eve the reintegrated 
patient, Evelyn Lancaster, tells the story of her 
existence as 3 people and of the tearing strug- 
gle each of the 3 personalities waged for 
dominance. Aided by the literary skill of James 
Poling, Evelyn Lancaster recaptures the liter- 
ary style of Drs. Thigpen and Cleckley with 

1 The Three Faces of Eve. By Corbett H. Thigpen, 
M.D., and Hervey M. Cleckley, M. D. (New York : 
McGraw-Hill Book Company, Inc., 1957.) 
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which they presented clinical facts with the 
art of a novelist. Perhaps at times Mr. Poling 
is a bit overdramatic. Never before, as far as 
the reviewer is aware, has a reintegrated per- 
sonality written so fully and so feelingly of the 
subjective experiences of her autonomous per- 
sonalities. 

Hypnosis seems to have been the almost 
exclusive type of therapy employed by Mrs. 
Lancaster’s psychiatrists. Its beneficial results 
are beyond question. Although it frequently 
leads to the clinical recovery of personality 
dissociations, hypnosis rarely leads to such a 
remarkable wealth and depth of usable insight 
as Evelyn Lancaster would have us believe. 
She recognized that significant childhood ex- 
periences, for the most part interpersonal in 
origin, laid the basis for the dissociation of her 
personality but it seems doubtful if hypnosis 
unlocked the unconscious sufficiently to permit 
her to see the full and exact nature of the 
forces which had been struggling within her. 
Perhaps this should not be expected in a per- 
son without long and objective observation of 
the feelings and experiences that influence and 
even on rare occasions gain control of the per- 
sonality. As a practical fact, however, this did 
not matter in the case of Evelyn. Through 
therapy she acquired a new, healthy and ma- 
ture personality capable both of giving and 
receiving. 

Arrtuur P. Noyes, M.D., 
Norristown, Pa. 


THERAPEUTIQUE NEUROLOGIQUE ET Psycuta- 
trigue. By Paul Cossa et H. Bougeant, J. 
Boudouresques, J. Duplay, E. Le Cocq., J. 
Postel et R. Rivoire. (Paris : Masson et Cie, 
1958, pp. 610. 4.800 fr.) 


This voluminous book is the 2nd revised 
edition of Cossa’s Neurological and Psychiatric 
Therapeutics, which is an exhaustive and up- 
to-date review and integration of neuropsychi- 
atric treatment procedures. The book is divided 
into 2 parts, the first devoted to neurology and 
the second to psychiatry. 

The neurological section opens with a dis- 
cussion of general principles of neurological 
treatments. The authors’ point of view is Jack- 
sonian in this connection, and they consider 
that all “organic” illnesses are the result of 
“deficit” or “excitation” of neuronal centers, 
while “functional” illnesses are “release” phe- 
nomena. For this reason, they argue, with the 
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multiplicity of etiological agents there is a 
monotony of lesional mechanism and tissular 
reaction. Subsequently are considered treat- 
ment of cerebrovascular accidents, epilepsies, 
neurosyphilis, encephalitides, neurological syn- 
dromes with extrapyramidal dominance, multi- 
ple sclerosis and allied states, myopathies and 
myotonia, cerebro-spinal traumatism, neural- 
gias and peripheral nerve disorders, migraine 
and vertigos, meningitides, neurological aspects 
of alcoholics, barbiturate intoxication and final- 
ly disorders of sleep. 

All the above subjects are presented in a 
systematic, finely classified way in the best 
French clinical tradition. There is a concise 
historical consideration of each topic, followed 
by clinical and etio-pathogenic classifications 
and descriptions of therapeutic measures ac- 
cordingly. 

Actual case material is presented succinctly. 
The sections on neurosyphilis, syndromes with 
extrapyramidal predominance, neuralgias and 
neurological problems of alcoholism are par- 
ticularly well presented. 

The neurological section ends appropriately 
in a discussion of disorders of sleep, and a 
general introduction to psychiatric treatment. 
The authors’ point of view in this connection 
is explicitly “eclectic” including organic as well 
as psychodynamic considerations. The latter 
is evident in the authors’ dealing with neu- 
roses, where they briefly outline different psy- 
chotherapeutic approaches. The psychiatric 
section is divided into 14 chapters dealing with 
different therapeutic regimens applicable to 
different psychiatric syndromes, which are 
categorized in conformity with the present 
French classification. Somatic treatment of psy- 
choses is extensively discussed : shock thera- 
pies, recent pharmacotherapies and sleep treat- 
ment. Unfortunately the discussion of the psy- 
chotherapy of psychoses is quite brief. The 
book ends with 2 long chapters on electro- 
radiotherapies of neurological disorders, which 
involve the use of different currents, i.e. fara- 
dic, galvanic, infra-red, ultra-violet, Roentgen 
and radio-active waves. 

As a whole the book’s excellence remains 
in the neurological section and in those aspects 
of psychiatric treatment with the predominance 
of somatic considerations. However, the meager 
attempt at psychological and psychodynamic 
formulations does not detract from the exceed- 
ingly detailed and clear way of this excellently 
organized book, which as a comprehensive text 
book of neuro-psychiatric treatment is unique. 

H. Azma, M.D., 
Allen Memorial Institute, 
Montreal, Can. 


Eco Structure IN PARANorw SCHIZOPHRENIA. 
By Luise J. Zucker, Ph.D. (Springfield, 
Ill. : Charles C Thomas, 1958. $5.50.) 


Sixty paranoid schizophrenic patients were 
studied by use of Rorschach protocols, the 
Mosaic Test and Figure Drawings. The group 
was equally divided by sex. Half of the pa- 
tients were ambulatory and the other half 
hospitalized. The following categories of re- 
sponse were scrutinized: contaminated re- 
sponses, fluid contours, extension of the ego- 
field into other fields, sensitivity to external 
stimulus and disturbed body image. 

Significant differences were found between 
ambulatory and hospitalized schizophrenics. 
The ambulatory schizophrenic displayed more 
conspicuous deviations in the area of bizarre, 
arbitrary and autistic thinking, especially in 
the sexual sphere, whereas the hospitalized 
schizophrenic showed more collapse of ego 
boundaries and practically no sexual responses. 
The ambulatory patient had a variety of de- 
fenses which appeared to fulfill adjustment 
needs. The hospitalized patient had a lack of 
defenses and paucity of phantasy life. 

The study has practical implications in that 
it gives insight into the diagnosis of schizo- 
phrenia, makes distinctions between its benign 
and malignant forms and gives clues about 
the prognosis with psychotherapy. Provocative 
questions are raised in regard to therapeutic 
objectives and results. For example, it is postu- 
lated that phantasy is indicative of inner 
resources and represents a valuable defense 
which may be disturbed by psychotherapy and 
lead to further personality disruptions because 
of the patient’s incapacity to deal with environ- 
mental events and interpersonal relationships. 

This monograph is a valuable contribution 
to our knowledge of the fluidity of ego 
boundaries and the understanding of the psy- 
chopathology of different groups of paranoid 
schizophrenics. It is worth the attention of 
psychiatrists and psychologists interested in 
the theoretical and clinical aspects of the 
nature of schizophrenia. 

Henrsert S. Riprey, M.D., 
University of Washington, 
Seattle, Wash. 


A Psycutatrist Speaks. Dr. C. Charles Bur- 
lingame. (Limited edition, privately print- 
ed for Mrs. C. Charles Burlingame by 
Connecticut Printers, Inc., 1959.) 


This collection of representative selections 
from the writings and addresses of Dr. Bur- 
lingame—Burley to all his friends—may be re- 
garded as the psychiatric will and testament of 
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one of the most advanced thinkers, planners 
and doers of our time in the field of mental 
health and illness. It was undertaken by Mrs. 
Burlingame only after she had received numer- 
ous requests from medical historians and col- 
leagues for an authoritative statement of her 
husband’s achievements and of the scientific 
views he held good. He traveled the world— 
he held two stars from the Airlines Hundred 
Thousand Miles Club—and shared data and ex- 
perience with psychiatrists on five continents. 
He was decorated by the French and Polish 
governments and was an officer in the Legion 
dHonneur. Perhaps his greatest organizational 
accomplishment was the detailed plans he drew 
up for the first great medical center in the 
country whereby as executive officer of the 
Joint Administrative Board for both Columbia 
University and Presbyterian Hospital he united 
these two great institutions in a centralized 
unit, the Columbia University Presbyterian 
Hospital Medical Center, a truly gigantic task 
brilliantly performed. 

Dr. John I. Nurnberger, chairman of the 
department of psychiatry, Indiana University 
Medical School, and for a number of years di- 
rector of residency training and of the labora- 
tory at the Institute of Living, pays, in his 
foreword, warm tribute to his former chief 
whose pattern he emulates in his own profes- 
sional career. Dr. Burlingame, he states, “was 
a confirmed organicist who believed, until his 
last day, that the secrets of the major psychia- 
tric disturbances . would be revealed 
through structural, biochemical and neuro- 
physiological channels,” and while “he looked 
askance at psychoanalytically oriented pyscho- 
therapy . . . physicians competent in psycho- 
therapeutic techniques who worked on his staff 
were quietly and enthusiastically supported by 
him directly and indirectly through his highly 
skilled management of the family and the 
friends of patients.” And Dr. Nurnberger con- 
tinues: “It is doubtful that any hospital of 
this type anywhere in the world could reflect 
a truly broad-spectrum eclectic program with 
equal skill and representation in all thera- 
peutic disciplines.” 

Of great interest and value is the bio- 
graphical sketch contributed by Arline 
Boucher Tehan. It is written with sythpathetic 
insight and reveals the man in his enthusiasm, 
his tolerance, his kindliness, his patience and 
impatience, his enormous capacity for work. 

In 1931 he took over the venerable Hartford 
Retreat which he transformed into the Institute 
of Living and made it live up to its new name. 
Here he introduced his famed “educational 
therapy.” Offices were opened in New York 


and Boston and the interests of the Institute 
were served by its director being available each 
week for consultation in those two cities. 

It may not be generally remembered that 
Burlingame was the first industrial psychiatrist 
in the United States. This phase of his career 
began in 1916 when he organized this new 
branch of industrial medicine for the manu- 
facturing firm of Cheney Brothers of Manches- 
ter, Connecticut. 

One of his most notable contributions to 
medicine as a whole was his arrangement with 
the American Medical Association in 1949 for 
incorporating in the programs of the annual 
meetings of that body a special session devoted 
exclusively to psychiatry and neurology. Bur- 
lingame was mainly responsible for organizing 
this 1949 program with the view to bringing to 
the attention of the general practitioner the 
essentials of these special fields, shorn of con- 
fusing terminology. The proceedings of this 
inaugural session, which took place only 6 
months before his death, were published post- 
humously in a book titled Neurology and Psy- 
chiatry in General Practice and dedicated to 
Burlingame who had inspired it. These special 
programs have since been a regular feature of 
the transactions of the A.M.A. each year. 

Burlingame was a notable pioneer in modern 
psychiatry and his views as presented in this 
book ranged over all departments of the sub- 
ject and introduced numerous innovations 
worth following. His psychiatry was compre- 
hensive and rooted in common sense. Educa- 
tion and re-education constituted the core of 
his therapy. For what is called “progressive” 
education he had little use, “because it has 
encouraged surface education, emotional irre- 
sponsibility, and exaggerated self-expression.” 
The essence of psychotherapy, whatever its 
form, he defined as “personal tutoring in the 
art of living.” 

Recognizing that the bounds of psychiatry 
have been so stretched by both insiders and 
outsiders that one might almost say, with 
tongue in cheek, nihil humani a psychiatria 
alienum ; Burlingame suggested that “it might 
be well to substitute the term psychological 
medicine for psychiatry, in order to disidentify 
this branch of medical practice from the flot- 
sam and jetsam on the psychiatric sea.” 

Another important service to medical educa- 
tion rendered by Dr. Burlingame was the 
founding of the Digest of Neurology and Psy- 
chiatry, which abstracts month by month signi- 
ficant contributions from the periodical litera- 
ture and from books. The Digest is sent free 
of charge to physicians and _ institutions 
throughout the world. 
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A special feature of the Institute is the 
splendidly equipped laboratory designed by 
Dr. Burlingame and which bears his name, and 
where active research is carried on. 

Our gratitude to Ruth Parsons Burlingame 
for making this book available. 

C.B.F. 


SicmUND FREUD AND THE JewisH MystTICAL 
Trapition. By David Bakan. (Princeton, 
N. J. : D. Van Nostrand Co., 1958, pp. xix- 
326. $5.50.) 


Toward the better understanding of the 

origins of psychoanalysis we have recently had 
several valuable contributions—Jones’ biog- 
raphy of Freud, The Fliess letters, Binswang- 
ers and Martin Freud’s books. To these may 
now be added Dr. Bakan’s book which, I am 
sure, is destined to become a landmark in the 
study of the historical origins of psychoanaly- 
sis. 
It is Dr. Bakan’s thesis that psychoanalytic 
thinking, as expressed through the writings of 
Freud, owes its peculiar qualities principally 
to the fact that Freud had, as a Jew, learned 
to think in the traditionally Jewish mystical 
manner. Every Jew, whether he learns He- 
brew or not, if he is brought up in a Jewish 
environment will inevitably absorb something 
of this mode of thinking, and it will remain 
with him all the years of his life. It is not an 
accident that the earliest and among the lead- 
ing psychoanalysts of every country, men and 
women of Jewish cultural antecedents have 
played so prominent and brilliant a role. 

The Jewish mystical tradition is essentially 
Kabbalistic, using this term in a general sense 
to mean not only the traditional, but also to 
cover most of those works which, like the 
Zohar, were designed to show the initiated 
how to extract the hidden meanings and mys- 
teries from the Scriptures. The Kabbalistic 
tradition is pervaded by a sense of secrecy, 
mystery, and power. 

Dr. Bakan, with great learning and much 
attention to detail, convincingly argues that 
Freud, in his thinking, is in the direct line 
of succession of the Kabbalists. Dr. Bakan’s 
development of his thesis is a delight to follow, 
and I must say that I have not read as an- 
alytically enchanting a piece of research as 
this in years. It is quite beyond my powers 
to give any further account of the manner in 
which the author pinpoints his case without 
virtually reproducing his book, for like all 
good writers, Dr. Bakan says a maximum num- 
ber of things in a minimum number of words. 
His book is brilliantly persuasive, and there 
is no doubt at all that he has written one of 


the most fascinating and fundamental books 
on the origins of psychoanalysis that has thus 
far appeared. 

If there is a criticism to be made it is that 
in his concentration upon the Jewish mystical 
tradition, though he has probed deeply, Dr. 
Bakan has not gone quite as far afield as he 
might have done in the Jewish tradition with 
reference to its influence upon Freud’s think- 
ing. Insufficient attention is paid to the Talmud 
and the Gemorrah. Freud, as Dr. Bakan is 
well aware, in childhood had been exposed to 
the teaching of the Scriptures in Hebrew. This 
being so he could scarcely have avoided some 
knowledge of the existence of these works and 
what they dealt with. In any event, Jews are 
always telling stories from these works and 
quoting from them, as they do from the great 
commentators on them like Rashi or Rumbum, 
and others. Whether Freud heard these stories 
and the jokes derived from these sources in 
German or Yiddish is of no great moment. Wit 
and the Unconscious bears sufficient testimony 
to the fact that Freud didn’t miss a word. 

As anyone who has ever heard the Talmud 
or the Gemorrah expounded by a learned 
Jewish commentator will know, Aristotelian or 
Millsian logic looks pretty pallid in compari- 
son. The Principle of Excluded Middle, for 
example, simply has no existence in this mode 
of thought, for things can be and indeed are 
both A and not-A ‘at one and the same time, 
and overt acts and statements can actually 
mean their contraries or contradictories, and 
so on. The subtlety of this kind of thinking 
can only be appreciated to the full by one 
who happens to be in the midst of it while 
he is at the same time studying logic and 
scientific method |! 

Every individual who is by culture a Jew 
is, to some extent, the heritor of this fine tradi- 
tion in which he is early conditioned, and any- 
one at all familiar with that tradition who 
reads Freud can surely not have the least 
doubt that he was powerfully influenced by it. 
If there are any doubters, they should read 
Dr. Bakan’s admirable book—but even if agree- 
ment is complete, they should read his book, 
anyway. It is a highly rewarding experience. 

AsHLEY Monrtacu, Pu.D., 
Princeton, N. J. 


ALCOHOL AND THE Jews. By Charles R. Snyder. 
(New Haven: Yale Center of Alcoholic 
Studies, 1958, pp. 226. $5.00.) 

This book, subtitled “A Cultural Study of 
Drinking and Sobriety” and based on the au- 
thor’s doctoral dissertion, is Monograph No. 1 
of the Yale Center of Alcohol Studies. 

The purpose of these studies is to investigate 
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the problem of group differences in rates of 
drinking pathologies with the idea that known 
differences are not wholly explained by genetic 
and physiologic factors. The Jewish group 
was chosen as especially suitable for study 
because of its consistently low rate of drinking 
pathologies within a high incidence of drinking. 

The author reports what happens to each 
group who drink rather than taking the entire 
group including abstainers. He stressed the fact 
that the Jew is brought up in a culture and 
religion which expects and approves of his 
drinking in moderation. The Roman Catholic 
and a very few Protestant groups (Church of 
England) have much the same attitude. 

A great many tables with studies of the 
social and religious backgrounds of various 
groups of Jews, Catholics, and Protestants are 
given. The conclusions that seem to stand out 
are that there are fewer Jewish abstainers than 
there are Catholic and Protestant and that the 
more orthodox a person is in his religion, 
whether Jewish, Catholic, or Protestant, the 
less likely he is to drink excessively. 

Among those who do drink, the Orthodox 
Jews are found to have the lowest degree of 
drunkenness ; the Jewish Conservative group 
have a higher rate ; the Jewish Reform a still 
higher rate ; and the Jewish Secular the highest 
rate. Some evidence shows that among the 
Irish Catholics, intoxication varies inversely 
with participation in their religious activities. 
Among the Protestant groups, those who do 
drink have a higher percentage of drunkenness 
than do Jews and Catholics. 

In a study of college students, the percent- 
ages of drinkers in each group who have been 
drunk over 5 times are: Jewish affiliated 4%, 
Italian Catholics 10%, Irish Catholics 13%, 
Methodist (white) 16%, Baptist (white) 15%, 
and Mormon 21%. The author states, “Mor- 
mons and other ascetic Protestant groups di- 
vorce the act of drinking entirely from the 
contexts and symbolism which are primary 
sources of social control (e.g., family, church, 
and religious community).” This would seem 
to indicate that in a group like the Mormons, 
where not only drinking alcohol but drinking 
coffee and tea and smoking tobacco are strictly 
forbidden, the individual who drinks at all 
has evidently broken away from his religious 
group. This in itself will stir up emotional 
problems and the individual therefore is more 
likely to go on to excessive drinking once he 
starts drinking, whereas in the Jew, whose 
drinking occurs under religious and family 
sanctions from a very early age, no such feel- 
ings are connected with the act of drinking 
itself. 


The conclusions in this book are interesting 
and seem to be fairly well documented, but 
the material is poorly organized. The theories 
and other supporting data are mixed in with 
the examination of the data on the groups. 
There are no chapter summaries nor are con- 
clusions drawn about various sections of the 
study. The results of the entire study are 
rather poorly summarized in about half a 
page at the end of the book. This is too bad 
since it may discourage some readers from 
wading through the entire book, which pre- 
sents quite significant and important material. 

K. M. B. 


Scuizopurenta. By Manfred Sakel. (New 
York: Philosophical Library, 1958, pp. 
335. $5.00.) 


In the Foreword of this posthumously pub- 
lished book, Dr. Hans Hoff, present Head of 
the Department of Neurology and Psychiatry 
at the University of Vienna, where Dr. Sakel 
once worked in developing his method, writes 
“Manfred Sakel’s introduction of insulin shock 
therapy for schizophrenia in 1927 was a mile- 
stone in the advancement of psychiatry.” Most 
psychiatrists today will agree with this state- 
ment. 

For many years schizophrenia has been 
designated as the most outstanding problem 
in mental hospitals and psychiatric practice, 
and its therapeutic history is filled with scores 
of methods of treatment that were once sup- 
ported enthusiastically by groups of workers, 
only to be discarded later as inadequate. 

The insulin coma method was unique in ap- 
proach and rather startling in the favorable 
changes it was able to produce in certain 
selected schizophrenic patients. Following his 
graduation in medicine from the University 
of Vienna in 1925 Dr. Sakel made his first 
use of insulin to calm alcoholics and drug 
addicts at the Lichterfelde Hospital in Berlin. 
Later (1933) the opportunity to experiment 
with schizophrenics was afforded him by Pro- 
fessor Otto Poetzl of the Vienna Clinic. These 
early findings with the procedure were pre- 
sented in a lecture at the Academy of Science 
in Vienna which was published in Wiener 
Klinische Wochenschrift in 1933. This was 
published also in English in the American 
Journal of Psychiatry in 1937 (Vol. 93, p. 829). 
It is unnecessary here to trace the subsequent 
history of the world wide application of the 
insulin therapy, its various modifications and 
results, or to emphasize, particularly, its stimu- 
lating effect in encouraging many workers to 
experiment with other chemical and physical 
therapies. The details and the results of these 
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matters are well known to those active in the 
field. 

The book is presented in two parts: Part I 
is concerned with descriptive reviews of the 
etiology, symptomatology and psychopathology 
of schizophrenia with rather close adherence 
to Kraepelin and Bleuler with discussions of 
man and his mind, classifications, methods of 
examination, symptoms characteristic of spe- 
cial types, prognosis and of a few post-mortem 
findings. The chapter on paranoia is somewhat 
hazy, but his differential diagnosis of schizo- 
phrenic excitement and the elated phase of 
manic-depressive psychosis, although brief, is 
very well put. 

There are no bibliographic references to the 
original works of the numerous authorities 
quoted and positive pronouncements are made 
on issues that are still highly controversial 
without giving supportive evidence and 
theories are offered as facts. Much of Part I 
will not be acceptable to many authorities, be- 
ing not altogether the type of descriptive and 
psychodynamic psychiatry one would now 
teach medical students, nor prove particularly 
informative for the average modern psychia- 
trist or researcher. 

Part II, “The Sakel Insulin Shock Treat- 
ment” is an excellent 148 page detailed account 
of the development, the technique and the 
various features of the whole situation, includ- 
ing discussions of the neutrophic function of 
insulin, the hunger-excitement, the indications 
for the choice of approach and his working 
hypothesis and clinical observations during the 
course of therapy. He describes the aphasia, 
amnesia, hysterical reactions and the activa- 
tion of the psychosis, during hypoglycemia, 
which may appear during the period of treat- 
ment. 

Sakel’s many years of experience and keen 
observational talents made him a master 
worker with his method. He often expressed his 
convictions to the present reviewer as well as 
in his publications, that many of the inconsis- 
tent results obtained by others were due to 
their neglect to carry out the specific instruc- 
tions or to their considered deviations from 
the proper procedure. This second part of the 
book will be of particular interest to those 
who find the insulin therapy useful in their 


clinics. Noxan D. C. Lewis, M.D., 
Princeton, N. J. 


DirFicutt Diacnosis. A guide to the inter- 
pretation of obscure illness. By H. J. 
Roberts. (Philadelphia: W. B. Saunders 
Co., 1958, pp. 913, $19.00.) 


This impressive book is difficult to review. 


If the book were poorly done, Dr. Samuel 
Johnson’s remarks on a woman’s preaching 
might be appropriate : “Sir, a woman’s preach- 
ing is like a dog’s walking on his hind legs. It 
is not done well ; but you are surprised to find 
it done at all.” Certainly one marvels to find 
the book done at all. But since it is done well 
some explanation of the method and contents 
is required. 

Dr. Roberts is obviously a dedicated and 
discriminating collector, a collector both of his 
own experience and that of thousands of other 
physicians. The subject of this collection is the 
stuff of medicine : cases,—challenging, compli- 
cated, misdiagnosed, obscure cases which he 
has encountered personally and which he has 
read about. His own experience appears to 
have been wide. His study of the literature 
of internal medic‘ne, particularly of the last 
decade, has been extensive. 

The first part of the book consists of a 
detailed, factual presentation of difficulties in 
recognizing certain diseases. For the most part 
the diseases are grouped in orthodox fashion, 
for example—endocrinopathies, vascular dis- 
eases. In some sections a more imaginative and 
more useful approach is used; the topics are 
not diseases, but ways in which patients may 
present themselves, e.g. jaundice, ascites of 
obscure origin, unexplained fever. An attrac- 
tive atlas of diagnostic signs, mostly cutaneous, 
is a useful feature. In the final part the author 
has summarized a great deal of information 
about many diagnostic tests. The extensive, up- 
to-date bibliographies dealing with the diagno- 
sis of rare clinival entities provide unique and 
valuable guides to the medical literature. 

The psychiatrist will find a number of dis- 
cussions of problems in diagnosing mental ill- 
nesses. Attention is paid both to “functional” 
psychiatric disorders as a cause of obscure, 
chronic, somatic symptoms and to “organic 
illness simuiating functional disease.” The 
Munchausen syndrome is described. 

Like most text books of medicine the ap- 
proach to diagnosis in this book is chiefly in 
terms of diseases rather than the presenting 
problems of patients. In many cases one needs 
to have the correct disease in mind before 
consulting the book. With a few exceptions, 
symptoms are not discussed per se but must be 
tracked down by means of the excellent index. 
One looks in vain for a few personal “difficult 
diagnoses” but this only illustrates the rarity 
of some rare conditions. 

Here is a comprehensive, factual book which 
should prove useful to many physicians. 

W. B. Spautpinec, M.D., 
Toronto, Can. 
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IN MEMORIAM 


JACOB E. FINESINGER, M.D. 
1902-1959 


Jacob E. Finesinger died on June 19, 
1959. At the age of 57 his already significant 
career was still in the process of develop- 
ment. He was one of the first generation 
of American professors of psychiatry who, 
while thoroughly familiar with the aca- 
demic disciplines, are also trained in and 
conversant with psychoanalysis. In his 
search for truth and unifying principles, 
his approach was eclectic. He was fascinat- 
ed by the light that the great figures in 
philosophy, the arts and the humanities 
threw upon the mysteries of human be- 
havior ; he was also acutely conscious of 
the importance of scientific method in ar- 
riving at valid and reliable insights. One 
early source of inspiration was his most 
admired teacher and a man of whom 
he spoke with feeling, H. S. Jennings, the 
geneticist. His debt to the father of psycho- 
analysis was often acknowledged with the 
wry comment about a colleague who 
seemed to have missed the point: “We 
can’t all be Freud !” This comment reflect- 
ed his characteristic impatience with in- 
tellectual mediocrity. Completely undog- 
matic, he maintained a questioning attitude, 
avoiding “closure” in discussions with col- 
leagues and students ; a favorite expression 
was “lets talk about it,” and he loved to do 
just that. The breadth of his understanding, 
his constant pursuit of knowledge, his ap- 
preciation of the importance of investiga- 
tion, and his pleasure in teaching marked 
him as a professor in the best sense of the 
word, 

The son of a Rabbi, Jake, as his friends 
came to know him, revealed his strong 
identification with his background and his 
rich cultural heritage. Yet in his mature 
years, he avoided religious participation 
and placed his faith in rational thinking. 
Although he was always deeply interested 
in and moved by the arts, he was attracted 
to science at an early age. This combina- 
tion of artistic and scientific interests was 
reflected in a series of exhibits of abstract 


impressionist painting which he arranged at 
The Psychiatric Institute in Baltimore as 
part of a study of the creative process. 

Dr. Finesinger was educated at The 
Johns Hopkins University where he re- 
ceived his bachelor of arts degree in 1923, 
a master’s degree in zoology in 1925, and 
his medical degree in 1929. After an intern- 
ship and residency in neurology at the 
Boston City Hospital, he pursued graduate 
training in psychiatry at the Boston Psycho- 
pathic Hospital. The early 1930's saw him 
studying psychoanalysis in Vienna and con- 
ditioned responses in Pavlov’s Russian lab- 
oratory. His early stay in Vienna was very 
meaningful to him and he often spoke of 
it, particularly after his first return visit in 
1957. Later, he continued his psychoanalyt- 
ic training in Boston. During this period 
he also began his academic career at the 
Harvard Medical School and the Massachu- 
setts General Hospital where he remained 
on the faculty, in Stanley Cobb’s Depart- 
ment, directing the clinical psychiatric serv- 
ice until 1949. His research was wide rang- 
ing, encompassing physiological as well as 
psychological and psychiatric problems, but 
he gradually began to focus upon the devel- 
opment of systematic, rational principles of 
psychotherapy and interviewing technique, 
a subject that was to occupy him for the 
rest of his professional life. One of the 
movies of interviewing technique which he 
made under the sponsorship of the Vet- 
erans Administration is a classic which is 
widely used for teaching non-psychiatric 
physicians as well as resident psychiatrists. 

It took much thought and some courage 
for Jake to uproot himself and his family 
from their beloved Boston for a return to 
the Baltimore of his youth. The transition 
was accomplished, however, and he came 
to the University of Maryland as Professor 
and Head of the Department of Psychiatry 
in 1950. In late 1952 the doors of the Psy- 
chiatric Institute of the University were 
opened, and he became its first Director. 
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Here, he began to translate into reality his 
concept of a broad multidisciplinary ap- 
proach to the problems of human behavior, 
and he was successful in establishing an 
Institute in which, under one roof, the at- 
tempt to understand mental life was pur- 
sued in terms ranging from those of the 
neurochemist concerned with synaptic 
transmission, to those of the philosopher 
concerned with logic, morality and values. 
At the same time it was necessary to organ- 
ize the clinical services, a training program 
for residents, and teaching for undergradu- 
ate medical students. It is perhaps in this 
last area, that of undergraduate teaching, 
that Jake found his greatest professional 
satisfactions in Baltimore. A friend and 
colleague of long-standing, who observed 
him teaching the freshman and sophomore 
classes some months after his illness was 
known, commented on the power of his 
communication with the students. The per- 
sonal impact of his intellectual and profes- 
sional message was conveyed, he said, 
“with all of the pungent, bittersweet flavor 
that was Jake.” Under the Finesinger in- 
fluence the medical curriculum at Maryland 
was broadened to grant psychiatry new 
importance during all four of the under- 
graduate years. True to form, he also in- 
itiated a research program investigating the 
teaching and learning process. 

The community responsibilities of the 
academic physician in this age are heavy. 
Jake devoted much needed time and energy 
to a host of advisory boards and committees 
dealing with social and psychiatric prob- 
lems in the Baltimore area. On the national 
level, in addition to membership in many 
professional societies, he served as consult- 
ant in psychiatry to the Veterans Admin- 
istration and to the U. S. Army, and was 
a member of the Committee on Veterans 


Medical Problems and that on psychiatry of 
the National Research Council. In his work 
with the army he was instrumental in or- 
ganizing and directing a series of courses 
in psychotherapeutic medicine for military 
personnel. During the war he did research 
on aircraft pilot selection, served as execu- 
tive for the Port of Boston, as a consultant 
in neuropsychiatry for the U. S. Public 
Health Service, and as a member of the 
Medical Advisory Board of the Selective 
Service System. An honor which gave him 
particular pleasure was his appointment in 
January 1958 as Editor-in-Chief of The 
Journal of Nervous and Mental Diseases. 

One measure of a man is the manner in 
which he meets his final illness. Jake lived 
for thirteen months following an operation 
which revealed the inevitable prognosis. 
During this time and even during the final 
weeks of hospitalization, he revealed a per- 
sonal courage and consistent concern with 
the well-being of those around him which 
continued his influence as a teacher to the 
last. 

He is survived by his wife, the former 
Grace Lubin, who has shared his interests, 
and by his children to whom he transmitted 
a respect and an appreciation for the things 
which he, himself, considered important. 
His son, Joe L. Finesinger, is a medical stu- 
dent at Western Reserve and his daughter, 
Ruth, is married to Dr. Sheppard Kellam, 
one of his former students, who is now in 
his final phase of training in psychiatry and 
engaged in research in neuropharmacology. 
In addition he leaves two brothers, Dr. 
Abraham L. Finesinger and Dr. Solomon B. 
Finesinger, and his sister, Mrs. Irving 
Blank. 

Eugene B. Brody, M.D., 
Baltimore, Md. 
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To facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with Prozine 
is often advantageous. In reporting on 176 disturbed children who received PRozINE, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


ProzineE, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


controlled: an acute behavioral problem 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


180 Seconds After Injection 
normal respiration returns. 


total time of shock procedure : 
approximately 3 minutes 


Comments from the literature: 
«,.. method of choice.” 


l is. N ys : an. 58. 
relaxation L. Nerv. System 19:1 (Jan.) 1958 


... recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


va pid 114:698 (Feb.) 1958. 


“,.. treatment of choice.” 


recove ry Michedl, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 

Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


*Anectine’™™ brand Succinylcholine Chloride 
Injection: 20 mg. in each ce., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Have You Discovered 


new psychoactive agent 


Catron 


Journal of the American Academy Pe 


of Arts and Sciences 


The quarterly by which intellectuals 
in all fields keep in touch with one 
another. Each issue contains eight to 
ten major articles and is built largely 
around a single unifying theme. 


FALL 1959 ISSUE, “QUANTITY AND QUALITY” 
PARTIAL CONTENTS 
Mathematics Without Numbers, by John 
G. Kemeny 

Quality and Quantity in Quantum Phys- 
ics, by Victor F. Weisskopf 

The Quantification of Sensation, by S. S. 
Stevens 

Quantity and Quality in Economic Anal- 
ysis, by Wassily Leontief 

Is Preventive Psychiatry Possible? by 
Lawrence S. Kubie 

The Pastoral of the Self, by Renato 


Poggioli Revitalizes depressed patients—elevates 
On Emerson, by Robert Frost . + 
The Political Philosophy of Jacques mood, saampens alertness and ability ” 

Maritain, by Clarence Morris maintain work and social adjustment.” 


and others 


“DAEDALUS has suddenly catapulted its way into 


the front rank of our intellectual magazines.” 
—GEORGE N. SHUSTER 


Wesleyan University Press, Middletown, Conn. 


(_] Please enter my subscriptionto DAEDALUS 
as follows: 


1 yr $4.50 2 yr $8 3 yr $11.50 pa f 


CO) Please send only the issue “Quantity and 1. Agin, H. Va In AP h to the Stuay of the 
Quality” @ $1.25. Mind, Springfield, 1!., Charies C Thomas, in press. 


h ‘ . 2. Agin, H. V.: Conference on Amine Oxidase inhibitors, New 
Payment herewith York Academy of Sciences, Nov. 20-22, 1958. 


Lakeside Laboratories, inn Milwaukee 1, Wisconsin 
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Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 


YOUR AN SWER MAY ment of psychotic patients. In schizophrenia, manic states, and psychoses associated with 


organic brain disease, Vesprin controls intractable behavior patterns making patients more 

a ’ 99 | accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 
BE l DON T KNOW to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 
OR “VERY SOQN.,”? | tailed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 


induced agitation is minimal.: It is relatively free from side effects. Skin eruptions, photo- 


sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 


TH E D | FFE RE N C E established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 


improvement in chronically disturbed patients refractory to shock therapies and other drugs.*-4 


sage: Usual initial dose, 100 to 150 mg. daily, ir 
decreased according to patient response. See 
terature. Supply: Tablet 10, 25 and 50 mg., in bottle 
f 50 and 500. Capsules: 100 mg. in bottles of 50 and 
500. Emulsion: 30 cc. dropper bottles and 120 
bottles (1 vcathe c.). Parenteral Solution: 1 cc. multiple 
se vial (20 mg./cc.) and 10 cc. multiple dose via 
( 10 mg./cc.). Vesprin Injection Unimatic (15 mg. in 
0.75 cc.). 
Savibb Quality — the Priceless Ingredient 


SQUIBB TRIFLUPROMAZINE HYDROCHL 


..@_unique halogenated phenothiazine rae the management of schizophrenia, manic states, psychoses 

associated with organic brain disease, senile psychoses, and primary behavior problems in children 

1. Goldman, D.: Am. J. M. Sc. 235:67 (Jan.)1958. 2. Morehouse, W.G., and Freed E.: Monographs on Therapy 3:32 (May) 1958. 3. Leger. Y : Union Med. Canada 87:831 (July) 1958. 
4. Bruckman, N. S.; Saunders, J. C., and Kline, N.S.: Monographs on Therapy 3:24 (May) 1958 = 7 
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IMPORTANT 


WE ARE DESIROUS OF OB- 
TAINING COPIES OF THE 
FOLLOWING NUMBERS: 


WE WILL PAY $1.50 FOR THE 
FOLLOWING NUMBERS: 


Volume I to Volume 83 
(all Numbers ) 


WE WILL PAY 75¢ FOR THE 
MARCH 1955 NUMBER 


WE WILL PAY $1.00 FOR THE 
FOLLOWING NUMBERS: 


Volume 91 Number 4 
Volume 93 Number 4 
Volume 94 Number 4 
Volume 95 Numbers 1 and 4 
Volume 99 Numbers 4, 5 and 6 
Volume 100 Numbers 2 and 3 


Volume 101 Numbers 1, 2, 4, 5, 
and 6 


Volume 103 Number 5 


Volume 104 Numbers 7, 8, 9, and 
10 


Volume 106 Numbers 7, 8, and 9 
Volume 107 Number 4 
Volume 110 Number 1 
Volume 111 Number 9 
Volume 113 Number 7 
Volume 114 Number 7 
115 Number 7 


Volume 


oO 


SEND TO: 
AUSTIN M. DAVIES, BUS. MGR. 


AMERICAN JOURNAL 
OF PSYCHIATRY 


1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 


new psychoactive agent 


Catron 


B-phenylisopropy! hydrazine supplied as the hydrochloride 


Brightens mood, dispels apathy, melancholy, 
social withdrawal through selective suppres- 
sion of monoamine oxidase (MAO) of brain 
at doses which have little or no effect on liver. 


8 


Monoamine Oxidase Inhibition (%) 


Horita, A.: Report, Mar. 17, 1959 = 


Lakeside Laboratories, Inc. ea Milwaukee 1, Wisconsin 
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ogentin. 


METHANESULFONATE 


in all forms of parkinsonism 


ea single bedtime dose permits restful sleep... e prevents morning rigidity... e “is often sufficient 
to control symptoms for 24 hours”? 

Cocentin “will counteract rigidity, contractures, frozen states and muscle cramps better than 
any current preparation”? without drowsiness or fogginess,* and even control major tremors 
unrelieved by other medications.' Cocentin usually permits continuation of full-strength tran- 
quilizer therapy if parkinsonian symptoms develop. And CocGentin has not shown cumulative 
toxicity. No serious reactions have been reported even after treatment lasting as long as 
four years.® 


References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 
New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 

Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Cocenrtin is available to physicians on request. 
Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 

Cocentin is a trademark of Merck & Co., Inc. 


GB Merck Sharp & Dohme bivision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


(Benztropine Methanesulfonate) 
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Extension of the reduced sub- 
scription rate of $5.00 (less than 
one-half the regular rate) for 
the AMERICAN JOURNAL OF 
PSYCHIATRY has been author- 
ized to include medical students; 
junior and senior internes; first, 
second, and third year residents 
in training; and graduate students 
in psychology, psychiatric nurs- 
ing, and psychiatric social work. 

In placing your order, please 
indicate issue with which sub- 


scription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
NEW YORK 20, NEW YORK 


new psychoactive agent 


Catron 


£-phenylisopropy! hydrazine supplied as the hydrocnioride 


Elevates mood, brightens outlook by raising 
levels of mood-controlling neurohormones, 
serotonin and norepinephrine ...at doses 
which have little or no effect on the liver. 


Horita, A.; The Pharmacology of the Monoamine Oxidase 
Inhibitors, in A Pharmacologic Approach to the 


Study of the Mind, Springfield, lil. 
Charles C Thomas, 1959, in press. 


~ 


iproniazid 


Per cent serotonin metabolized 


CONTROLS 05 0.75 10 25 5.0 
Dose (Moles X 10-¢/Kg) 


Lakeside Laboratories, Inc. LZ Milwaukee 1, Wisconsin 
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SAFE 


The Mot-ac 1 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side cffects are automatically reduced. The 
MOL-Ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MOL-ac II provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MOoL-ac Il is ready for immediate use. The 
MOL-ac 1 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


OFFICIALLY APPROVED INSTRUMENT 
ICH HAS ALSO WON POPULAR /AAPPROVAL. 


REUBEN REITER, Se.D. 
64 WEST 48! STREET, NEW YORK 36, N. Y. 
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withdrawn apathetic rejected gloomy 
remorsetul hopeless listless despairing 
forlorn somber defeated 

bitter crushed 


WHEN THE 
MEAN DEPRESS 
THE 


Important new psychoactive agent—acts selectively 


On the brain to brighten outlook, raise spirits, 
rebuild self-esteem, revitalize depressed patients. 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 
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Important New 


Catron 


&-phenylisopropy! hydrazine supplied as the hydrochloride 


How to use this new drug: 


CATRON Hydrochloride is a monoamine oxidase (mao) in- 
hibitor useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use in 
carefully selected cases and in those patients who have 
not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE 


Dosage of catron must be individualized according to each 
patient's response. The initial daily dose should not exceed 
12 mg. and should be reduced as soon as the desired clin- 
ical effect is obtained. In severe depressions some clini- 
cians desire rapid results and begin treatment with 24 mg. 
daily: this dosage should not be continued for more than 
a few days. A single daily dose in the morning is recom- 
mended. A continuous or interrupted schedule may be 
used, the latter during the maintenance period. 


pepression (Endogenous, Reactive, Postpartum, Involutional 
and Depression Secondary to Schizophrenic or Neurotic 
Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then 
reduced to 6 mg. daily. As improvement continues, main- 
tenance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 


ANGINA PECTORIS —3 to 6 mg. daily in most cases. Relief of 
painandelevation of mood may be dramatic.Victims of angina 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 


pectoris who respond in this manner should be cautioned 
against overexertion induced by their sense of well-being. 
RHEUMATOID ARTHRITIS (Adjunctive Therapy —in severely dis- 
abling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reducing 
further to 3 mg. daily on signs of improvement. If a con- 
ventional antiarthritic agent is used, lower doses of each 
are indicated. 


CAUTION 

Certain circumstances should be watched carefully when 
using CATRON. 

DRUG POTENTIATION—The list of drugs which catron potenti- 
ates is not:yet complete. catron should not be used con- 
comitantly with any other drug unless, (a) it has been 
ascertained that the two drugs bear no qualitative relation- 
ship, or (b) potentiating action is being sought, as may be 
the case with tranquilizing drugs including reserpine and 
the phenothiazines, and with the amphetamines, barbitu- 
rates and hypotensive agents. 

HYPOTENSIVE EFFECT—AI! normotensive patients receiving 
CATRON, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit 
continuation of therapy. 

CoLor vision—A reversible red-green color defect has been 
reported in a few patients, chiefly hypertensives, on ex- 
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+ Brightens mood, diminishes apathy and confusion, curbs 
symptoms of withdrawal, self-pity, inadequacy, despair.'” 


« Acts selectively on brain at doses having little 
or no effect on liver.” 


+ Valuable in depressions associated with 
chronic diseases such as angina pectoris,’ severe 
rheumatoid arthritis.’ 


For detailed information, request Brochure No. 19, CATRON 


tended therapy with catron. Discontinue the drug if such 
changes occur. 


ANIMALS, NEUROLOGIC siGns—!n toxicity studies with animals, 
a neurologic syndrome has been observed characterized 
by tremors, muscle rigidity and difficulty in locomotion. 
Although extensive clinical experience has not shown such 
reactions to be a problem in humans in recommended 
dosage, should a similar neurologic disturbance occur, the 
possibility of drug action should be considered. 


SIDE EFFECTs— Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, 
delay in starting micturition, increased sweating, hyper- 
reflexia, ankle edema, blurring of vision, dryness of the 
mouth—are usually readily controlled by lowering the dos- 
age. Rash, observed in a few patients, cleared up rapidly 
upon discontinuing therapy. 


WARNING: Pharmacologic studies show that with proper dos- 
age CATRON will inhibit monoamine oxidase in the brain 
without influencing this enzyme in the liver. This is in 
contrast to previous inhibitors, which depress monoamine 
oxidase activity in the liver before affecting this enzyme 
in the brain. 

Although the evidence suggests that serious life-threaten- 
ing hepatitis seen with other mao inhibitors should not 
occur with catron in the recommended dosage, it has 
been reported on rare occasion with dosages in excess of 
the recommended levels. 

The Following Precautions are Recommended: 


1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 

3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of catron at one time. 


4. Patient should return for observation before additional 
CaATRON is prescribed. For this reason, prescriptions for 
catron should be marked, “not refillable.” 

5. Perform regular liver function tests. 

6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 


caTRon is the original brand of 8-phenylisopropy! hydrazine. It is sup- 
plied as the hydrochloride in tablets of 3 mg. and 6 mg., bottles of 50. 


(1) Agin, H. V.: The Use of JB-516 (catron) in Psychiatry, Conference 
on Amine Oxidase Inhibitors, New York Academy of Sciences, Nov. 
20-22, 1958. (2) Bercel, N. A.: A Pharmacologic Approach to the 
Study of the Mind, Springfield, tI!., Charlies C Thomas, 1959, in 
press. (3) Kinross-Wright, J.: Panel Discussion of Psychic Energizers, 
ibid. (4) Kinross-Wright, J.: Experience with JB-516 (catron) and 
Other Psychochemicals in Clinical Practice, Conference on Amine 
Oxidase Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
(5) Horita, A., and Parker, R. G.: Comparison of Monoamine Oxidase 
Inhibitory Effects of Iproniazid and its Phenyl Congener, Proc. Soc. 
Exper. Biol. & Med. 99:617, 1958. (6) Horita, A.: Beta-Phenylisopro- 
pylhydrazine, A Monoamine Oxidase Inhibitor, Fed. Proc. 17:379, 
1958. (7) Horita, A.: The Pharmacology of the Monoamine Oxidase 
Inhibitors, in A Pharmacologic Approach to the Study of the Mind, 
Springfield, il!., Charles C Thomas, 1959, in press. (8) Kennamer, R., 
and Prinzmetal, M.: Treatment of Angina Pectoris’ with catron 
(JB-516), Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Har- 
rison, J. W.: The Effects of Iproniazid and Some Other Amine Oxidase 
Inhibitors in Rheumatoid Arthritis, Conference on Amine Oxidase 
Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
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mg. TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 


outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 


of drive. 


Clinical trials in more than 12,000 patients suffering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Ye leaders in psychopharmaceutical research 


*Trademark 
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help 
for the 


alcoholic, 


acute 


or 


chronic 


In the acute alcoholic state 
SPARINE alleviates nausea 
and vomiting, agitation 
and tremulousness. 


As an aid in the 
management of chronic 
alcoholism, SPARINE reduces 
or eliminates apprehension, 
agitation and tension; 
contributes toward improved 
patient cooperation 

and abstinence. 


Comprehensive literature 
supplied on request 
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HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 
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| Safely controls 


this response from that to hypnotic 
‘The terms ‘ataraxics’ and ‘tra 
descriptively impressive, but 
hat schopharm 
what seems 


to fit the promise to your practice 


The Major Advantages of Penmiti: 


ws Unusually safe, fractional milligram dosage. Made possible by Permirit's 
greatly enhanced activity, rapid onset and prolonged duration of action. 


a Unparalleled freedom from depressant effects. Many of the annoying 
side effects of the other phenothiazines, which are dosage-related, occur less 
frequently or not at all with Permrrit. Thus Permirit alleviates symptoms 
of anxiety without producing drowsiness, impaired alertness cr slowed 
intellectual function. 

a Expanded spectrum of “target symptoms”. Anxiety-induced symptoms of 
apathy, reduced initiative and chronic emotional fatigue—often refractory 
to other phenothiazines—frequently respond to Permit. The patient re- 
gains a more confident outlook and normal drive is restored. 


The Areas of Usefulness for PenmitiL: 


« Behavioral disturbances characterized by anxiety, tension, apprehension 
and instability, as well as depressive symptoms associated with anxiety states. 


« Emotional stress accompanying organic disorders and complicating recov- 
ery from, or acceptance of, the underlying condition. 


« Chronic disorders in which anxiety and stress are contributing factors, 
e.g., gastrointestinal dysfunctions, neurodermatitis, asthma, premenstrual 
tension, arthritis, hypertension and tension headache. 


How to Prescribe Permirtiu: 


The recommended dose for most adults is one 0.25 mg. tablet twice a day. 
This may be increased to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms who have had a trial of lower dosages first that 
were well tolerated but were only partially effective. In such patients, the 
total daily dose may be increased to a maximum of 2 mg., given in divided 
amounts. (Dosage for children has not been established.) 


Side Effects—Infrequent; Contraindications—Minime ': 

At the recommended dosage of Permitit, side effects have been observed 
infrequently or not at all. PermitiL, as with other phenothiazines, is con- 
traindicated in severely depressed states. 

Available in Tablets of 0.25 mg.; bottles of 50 and 500. 


References: 1. Freyhan, F. A.: Psychopharmacology Frontiers, Boston, Little, Brown & Co., 1959, p. 7, 
2. Ayd, F. J.: The current status of major tranquilizers, in press. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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brand of phenelzine dihydrogen sulfate 


rapidly: Antidepressant activity apparent 
within the first few days; self-deprecatory feel- 
ings, sadness, repetitive thinking, psychomotor 
inhibition and suicidal ideation rapidly sub- 
side; complete remission usually occurs within 
2 to 6 weeks. 


correctively: Helps remove the depres- 
sion itself, does not merely mask the symptoms. 
Nardil is a potent, but well tolerated, mono- 
amine oxidase inhibitor with preferential dis- 
tribution to the brain—not the liver—which 
readily passes the blood-brain barrier. Excel- 
lent antidepressant therapy when, in your 
judgment, ECT may be undesirable or unnec- 
essary. Nardil “...clearly compares tc elec- 
troconvulsive therapy in scope, rapidity of 
action and freedom from serious side effects.” 


with low toxicity: No recorded inci- 
dent of toxicity to liver, kidneys or blood!* in 
thousands of cases to date. Side effects are only 
mild and transient. An occasional postural hy- 
potension is managed easily and traditionally. 


Indications: Nardi] has been found to produce 
its best clinical results in mild to severe depres- 
sions of either the larval or overt type, and in 
depressions associated with chronic diseases such 
as angina pectoris and rheumatoid arthritis. 

Nardil has also been found to improve the 
depressed phase of affective (manic-depressive) 
psychosis. It is also of value in relieving the de- 


restores the de- 
pressed, despondent 
or suicidal patient” 


pression of catatonic schizophrenics, although 
not affecting the psychosis per se. 


Side Effects: Occasional side effects which have 
been reported include postural hypotension in 
those patients whose pretreatment pressure is low, 
nausea, ankle edema, delayed micturition and 
constipation. These can be adequately managed 
by appropriate adjunctive therapy, or will abate 
as dosage is reduced to the maintenance level. 


Caution: Even though there have been no signifi- 
cant reports of toxic effects on the liver with the 
use of Nardil, as a matter of caution, patients 
should be carefully followed with liver profile 
studies and the drug should be withheld or used 
with extreme care where the patient has a history 
of liver disease or where liver damage is present. 
Also, hypotensive patients should be closely 
supervised. 


Dosage: Starting dose is one 15 mg. tablet three 
times a day. Improvement is usually seen within 
one week. After maximum benefit is achieved, the 
dosage should be reduced slowly over a period of 
several weeks to a maintenance level as low as 
15 mg. a day. For the occasional patient who does 
not respond to the above starting dose an addi- 
tional one or two tablets may be given at bedtime. 


Supplied: 15 mg. orange-coated tablets, bottles 
of 100. 


References: 1. Sainz, A.: The Phrenopraxic Activity of 
a Non-noxious Antidepressant, Ann. New 
York Acad. Sc. (in press) 1959. 2. Thal, (i 
kema, R. Kline, N. S., and Bailey, 
S. d'A.: Clinical Results with Phenel- 


N.: Cumulative Index of Antidepressant 
zine, Am. J. Psychiat. (in press) 1959, evans, 


Medications, Dis. Nerv. System 20:197 
(May) 1959. 3. Saunders, J. C.; Rou- 
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“Rotator,” used in the 19th century 
to free the mind from madness. Orig- 


inal wood engraving by John DePol. 


to tree the mind from madness 


In nineteenth century psychiatry, the 
“rotator” was a major therapeutic device. 


Today, psychopharmacologic therapy, pioneered 
and developed with ‘Thorazine’, is one of the 
most important methods used in the treatment 
of mental illness. 


The importance of ‘Thorazine’ to psychiatry 

is twofold: (1) its reliable effectiveness 

has established it as a fundamental drug in 
psychiatry, one that may be used with confidence, 
and (2) it has led S.K.F. to the development 

of related drugs that enable the psychiatrist 

to help an even greater number of patients. 


THORAZINE’ 


brand of chlorpromazine 


Smith Kline & French Laboratories 
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thymoleptic 


brand of imipramine HCI 


Specific in Depression 


Produce remission or improvement in 
70-85% of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCI) tablets of 25 mg. bottles of 100. Ampuls 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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inhibitor 


not 


13759 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- . 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 


Geigy, Ardsley, New York 
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The nation 
versus cancer 


You are looking at part of the largest research 
venture in medical history—a crash program against 
cancer, nature’s most baffling puzzle. To take the 
puzzle apart, piece by piece, tremendous resources 
have been banded together throughout the nation 
by the government’s Cancer Chemotherapy 
National Service Center. 


The pharmaceutical industry is an active partner. 
Here at Wyeth, for example, many scientists are 
busy creating thousands of synthetic compounds 
and fermentation products for anticancer screening. 
Still other Wyeth scientists, like George H. Warren, 
Ph.D., shown here, are screening the materials in 
mice against three forms of malignancy—sarcoma 
180, the Ehrlich ascites tumor, and the ascitic form 
of leukemia L1210. Dr. Warren views this three- 
tumor screen as a possible detector of 

compounds active against cancer. 


In searching for anticancer properties, Dr. Warren 
and his group will make 12,000 tests in the coming 
year. Many of these will use chemical 

substances produced at the Wyeth Institute for 
Medical Research. Many other tests will use 
fermentation products from the higher fungi, such 
as are shown here in the flasks. All materials 
passing the screen, as shown by growth inhibition 
or mouse-survival time, will be candidates for 
secondary study and eventual pharmacological 
evaluation for use in man. 


This is the ultimate objective—to find effective agents 
against human cancer. No predictions can be made. 
There are no yardsticks. There is no certainty. Yet 
few research programs have greater significance. 

Dr. Warren and all the associated Wyeth scientists 
add their resources to the nation’s eloquent effort. 
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Philadelphia 1, Pa 
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EFFECTIVE 
AND SAFE 
COMBINATION 


¢ Wilcox! reported that 26 of 28 patients who received combined ‘Compazine’ and 
ECT showed marked improvement. Also, these patients “were more comfortable, 
less apprehensive and tense, and more accessible to counselling than those 

given ECT alone. No episodes of vasomotor collapse or other untoward reactions 


occurred with combined [‘Compazine’-ECT | therapy.” 


e In a controlled study, Guido? reported ‘Compazine’ to be a useful adjunct to 
ECT in that it allayed patients’ anxiety, tension and apprehension concerning the 
treatment. The average drop in blood pressure following ECT was less and more 4 


gradual in the ‘Compazine’-treated group than in the control group. 


e Goldman’ has stated: “The use of electroshock with patients under treatment 
with |‘Compazine’] has in our experience been entirely safe and not associated 


with any evidence of increased danger from the treatment.” 


1. Wilcox, F.: Prochlorperazine in Hospitalized and Private Psychiatric Patients, 

Dis. Nerv. System 19:118 (March) 1958. ‘ 
2. Guido, J.A.: The Use of ‘Compazine’ with Electro-Convulsive Therapy, in Prochlorperazine 
in the Treatment of Mental Disorders, New York, Physicians Postgraduate Press, 1957. 


3. Goldman, D.: Effect of Prochlorperazine (‘Compazine’) on Psychotic States, 
Psychiatric Research Reports, No. 9, of the American Psychiatric Association, March, 1958. 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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A Modern Psychiatric Institution 
in Montreal, Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


Adequate supervision of the treatments program and therapeut.c 
team by the psychiatrist in chief. 


CAMILLE LAURIN, M.D. 
CHARLOTTE TASSE, R.N. Scientific Director. 


BERNADETTE LEPINE, R.N. Member of the “Société Francaise de Psy- 
President & Vice-President chanalyse.’’ Certified in Psychiatry from the 
ob the Bead of Divecters College of Physicians and Surgeons of the 

3 Province of Quebec. 


Brochures and rates sent on request. 


ALBERT PREVOST 


6555 Gouin Bivd. West, Montreal, P.Q. Phone RI 4-6481 . 3 
Founded in 1919 | 


ON ACCREDITATION OF MOSPITALS) NEURO-PSYCHIATRIC CENTER 
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FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 


DUAL RELEASE HYPNOTIC -TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN INSOMNIA 
HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyltoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from ‘‘breaking through’’ and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 


DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
Internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et _al.: J. Am. Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases available on request. 


WAMPOLE LABORATORIES, STAMFORD, CONN. 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Depror 


benactyzine + meprobamate 


= confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ff) WALLACE LABORATORIES « New Brunswick, N. J. 


T c0-9209 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for bag ory and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRATG, M.D 
Medical Director Associate Medical Directur 
OHN D. PATTON, M.D. 
Clinical Director 
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LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive — frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
8. I. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. R. Lipsett, Dis. Nerv. System, 20( Suppl. ) : 26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., in 
press. 11. S. L. Cole, paper read at American Therapeutic Society, 60th 
Annual Meeting, Atlantic City, N. J., June 6, 1959. 12. L. O. Randall and 
R. E. Bagdon, Second Marsilid Symposium, Chicago, Ill., May 8, 1958. 
13. O. Resnick, Ann. New York Acad. Sc., in press. 14. G. Zbinden and 
A. Studer, Ann. New York Acad. Sc., in press. 15. T. R. Robie, Dis. Nerv. 
System, 20: 182, 1959. 


MARPLAN )hydrazine ROCHE® 


= 
Vial lan== 
LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10,N. J. 
achieves a happy @ balance of potency/safety 


LV 


ite 
vig 
| : 
Any 
ae 
' 
a 
Be 
Be 


hrouGh the centuries,” 
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MOST 
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For the modern treatment of depression 
A new drug from Pfizer research 


mn a specific for depression 


When NIAMID is used as an adjunct to psychiatric procedures, patients 
become more accessible and more manageable. 


Clinically effective in a broad range of depressive syndromes including: involutional 
melancholia, reactive depression, depressive stage of manic depressive or schizophrenic 
reaction, senile depression, postpartum depression. 


Frequently effective in regressed patients in whom other therapy has failed. 
Favorable behavioral changes reduce the need for electroshock therapy. 


A high degree of safety already proved in several thousand patients —no reports of 
jaundice or other evidence of liver damage. 


Side effects are infrequent and mild, and often lessened or eliminated by a reduction 
in dosage. 


posaGeE: Start with 75 mg. daily in single or divided doses. After a week or more, adjust the 
dosage, depending upon patient response, in steps of one or one-half 25 mg. tablet. Once 
improvement is seen, gradually reduce dosage to a maintenance level. 


Many patients respond to NIAMID within a few days, others in 7 to 14 days. A few patients 
may require as much as 200 mg. daily over a longer period of time before significant improve- 
ment is seen. 


PRECAUTIONS: Hypotensive effects have rarely been noted and no jaundice or other evidence of 
liver damage has been reported in patients receiving NIAMID. However, in patients with a 
history of liver disease, the possibility of hepatic reactions should be kept in mind. 


SUPPLY: NIAMID is available in 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand cases — 


References: 1. Alexander, L. and Lipsett, S.: Dis. Nerv. System, Vol. 20, No, 8 (Sect. 2):26 (Aug.) 1959. 2. Ayd, F., Jr.; 
Bianco, E. and Zullo, L.: Dis. Nerv. System, Vol. 20, No. 8 (Sec. 2):34, (Aug.) 1959. 3, Bloom, B. M.; Carnahan, R C.; 
Rowe, R. P.; Thomson, J. B. and Zager, R.: Presented April 1959 meeting of the American Chemical Society. To be published. 
4. Bloom, B. and Wagner, R.: Dis. Nerv. System, Vol. 20, No. 8 (Sect. 2):10 (Aug.) 4 5. Delahunt, Cc. S.: , Presented April 
1959 meeting of the Federation of American Societies for Experimental Biology. To be 6. Del t, C. S., and 
Pepin, J. M.: To be published. 7. Feldman, P.: Dis. Nerv. System, Vol. 20, No. 8 en. 2) :41, (Ace.) 1959. 8. Johnson, J., 

Jr.: Dis. Nerv. System, Vol. 20, No. 8 (Sect. 2) :50, (Aug.) 1959. 9. Mouratoff, Grossman, A , and Batterman, R.: Dis. 
Nerv. System, Vol. 20, No. 8 (Sect. 2):38, (Aug.) 1959. 10. Proctor, R.: Dis. dk, System, Vol. ~~" “> 8 (Sect. 2): 53, 
(Aug.) 1959. 11. Robie, T.: Dis. Nerv. System, Vol. 20, No. 8 (Sect. 2):18, (Aug.) 1959. 12, Rowe, R. Bloom, B. M.; 

P’an, S. Y. and Finger, K. F.: Fed. Proc. 18: 441, 1959. 18. Udenfriend, S.; Pfeiffer, C.; Kurland, A.; reed, i; Goldman, D. 
and shipley, T.: Dis, Nerv. System, Vol. 20, No. 8 (Sect. $): 14,16,25,32, 45, 55, (Aug.) 1959. 14, ‘Vaisberg, M.; ‘Saunders, J: 
Sanseigne, A.; Radinger, N.; McGahee, C., and Kline, N : Dis. Nerv. System, Vol, 20, No. 8 (Sect, 2): 22, (Aug.) 1959, 


Professional Information Booklet giving detailed data on NIAMID is available on request. 


Pfizer) Science for the world’s well-being™ *Trademark for brand of nialamide 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New York 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume 


NAME 


ADDRESS ... 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue. 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence. Our work emphasizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. ANDERSON, M. D., LL. D., Director 


For further information write to 
Lewis H. GAGE, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Diceceors J Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by: The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 
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PSYCHOANALYSIS 
AND PSYCHOTHERAPY 


Selected Papers of Frieda Fromm-Reichmann 


Edited by Dexter M. Bullard, M.D.; 
Foreword by Edith Wiegert, M.D. 


his book contains more than twenty of Dr. Fromm-Reichmann’s papers, 
selected from the body of her work for their intrinsic individual merit 
and for their illumination of the development of her thought. The papers are 
concerned with the changing doctor-patient relationship in psychotherapy and 
with defining two forms of mental illness — schizophrenia and manic-depres- 


sive psychosis. All are richly illustrated with clinical observations. $7.50 


Through your bookseller 
UNIVERSITY OF 


77 PRESS 5750 Ellis Avenue, Chicago 37, Ilinois 


In CaNnaba: The University of Toronto Press, Toronto 5, Ontario 


CARE and TRAINING for the 
- MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies. 


SIX COMPREHENSIVE PROGRAMS: 


® Observation and © Residential Supervision 
Diagnosis © Summer Program 

© Education and Training @ Psychiatric Treatment 

® Custodial Care Center 


The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills. 
Children live in homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation. 
Established 1888. For information write: Registrar, 
Box N. 


= THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private idential treat t of 
ti lly disturbed children and for the educo- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 
Seven different suburbon and ronch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 
We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools ond the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


Please write: 
Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 


Austin, Texas 
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BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JaMes Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FrANcIS A. O'DONNELL, M. D. RICHARD L. Conpeg, M. D. 
Rospert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 
H. E. Andren, M. D. Member of N. A. P. P. H. 

Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 


£20 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 
High Standards of Psychiatric Treatment ..... . Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswe_t Burns, M.D. Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscCAR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 : 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 


A Non Profit Corporation 
CHes:nut 7-7346 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New York 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number . 


ADDRESS .... 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue. 
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Used in every type of practice 


and clinical specialty today, 


EQUANIL® (meprobamate, Wyeth) 


has proved that anxiety and 
tension can be controlled to 
smooth the course of diagnosis, 
treatment, and convalescence. 
Anxiety is a fact of life. Anx- 


iety is a fact of illness. 
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RESEARCH AND TRAINING 


THE PROGRESS MADE by the children entrusted to Dever- 
eux’s care is the first concern of every professional member of 
the Schools’ staff. 


Devereux’s program of evaluation, 
or training 


gives excellent opportunity for research and 
professional personnel. 


The Institute for Research and Training of the Devereux 
Foundation provides pre-doctoral and = octoral fellowships, 
internships, and traineeships in ome ogy, psychiatry, psychia- 
tric social work, and education. These are designed to contribute 
to the understanding of the care, education, training, and treat- 
ment of the emotionally disturbed and the mentally retarded 
child in a residential setting. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Herbert H. Herskovitz, M.D. Shirley M. Jahnson, Ph.D. 
Robert L. Hunt, M.D. John R. Kleiser, Ph.D. 
Richard H. Lambert, M.D. Murray Levine, Ph.D. 
Leonardo Magran, M.D. Henry Piatt, Ph.D. 
Joseph J. Peters, M.D. Edgar A. Smith, Ed.D. 
Alvis J. Scull, M.D. George Spivack, Ph.D. 
Jacob S. Sherson, M.D. Herbert A. Sprigle, Ph.D. 
Albert S. Terzian, M.D. Anne Howe, M.S. 
Walter M. Uhler, M.D. Kenneth E. Evans, B.S. 
Tirso L. Vinueza, M.D. G. Henry Katz, M.D. 
Psychoanalytic Consultant 


SCHOOLS 


THE DEVEREUX FOUNDATION | COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 

Santa Barbara, California Devon, Pennsylvania TRAINING 
RESEARCH 


HELENA T. DEVEREUX Professional inquiries should be 

Administrative Consultant addressed to John M. Barclay, Direc- 

tor of Development, or Charles J. 

EDWARD L. FRENCH, PA.D. Fowler, Registrar, Devereux Schools, 

ents address Keith A. ton, Regis- 

WILLIAM B. LOEB srar, Devereux Schools in California, 
Treasurer Santa Barbara, California. 
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